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ABSTRACT 
Primary health care has been the cornerstone of South Africa's health policies since 
its transition to democracy in 1994. In order to optimise the effectiveness of primary 
health care, the South African government introduced community health committees 
which were intended to facilitate primary health care at the grassroots level through 
community participation. As statutory bodies outlined in the National Health Act, 61 
of 2003, and in provincial legislation, Community Health Committees were to be the 
liaison between communities and government and assist government in improving 
health services in communities. Since being re-established in 2010, Community 
Health Committees in the Nelson Mandela Bay Health District, Eastern Cape 
Province, South Africa have sought to fulfil this role and have remained sustainable. 
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This research was aimed at investigating the strategies and approaches which 
sustain Community Health Committees in Nelson Mandela Bay Health District. It 
focused on eliciting information regarding the factors that sustain Community Health 
Committees, factors that threaten their sustainability and factors that motivate 
continued membership in Community Health Committees. Qualitative research 
methods of key informant interviews, observations and focus groups were used and 
analysed to identify these factors. 
The findings indicated that Community Health Committees struggle to remain 
sustainable because of various threats to their functioning. The major threat 
identified was the disengagement of the Department of Health in the operations of 
the Community Health Committees. The Department of Health was not visible; rather 
it was passive and unresponsive to the reports submitted by Community Health 
Committees on behalf of their communities and provided no re-imbursement for 
administration costs. Despite threats to sustainability, these Community Health 
Committees had commitment, passion and drive to assist with the health 
improvement of their communities in partnership with health facilities in their 
communities. Good interpersonal relationships in the Community Health 
Committees, good professional relationships with the health facility staff and the 
liaising role played by health facility management are some of the factors that 
contributed to sustainability. 
Recommendations were made at the end of the study that may assist the Nelson 
Mandela Bay Health District and the Department of Health to create a working 
environment that will be conducive to the sustainability of Community \health 
Committees. 
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CHAPTER 1: INTRODUCTION AND CONTEXT 
1.1 OVERVIEW 
The Alma Ata Declaration serves as the first official document in which the member 
states joined the 'health for all by the year 2000' initiative proposed by the World 
Health Organisation (WHO) during 6-12 September 1978. The conference resulted 
from a survey done by the WHO and the United Nations Children's Fund (UNICEF) 
which served to establish the extent of deficiency in the world's state of health. 
Consequently, it was this conference that resulted in the acceptance of Primary 
Health Care (PHC) by the WHO member states, and led them to the inception of 
related PHC policies in the respective countries (Rifkin, 1996:79, David, Zakus and 
Lysack, 1998:1). 
Primary Health Care was a term coined after a successful implementation of basic 
health care programs in poor rural communities during the 1960s and 1970s in 
China, Tanzania, Sudan, Papua New Guinea and Venezuela (Hall and Taylor, 
2003). According to Hall and Taylor (2003:17) this concept of primary health care 
called into question the top-down approach used in health services and advocated a 
preventative approach to health care without neglecting the need for curative 
services, and also focused on health promotion. Formal documentation of 
community participation in health dates back to the instigation of an international 
health conference on Primary Health Care in Alma Ata. The promotion of PHC was 
the first of its kind, it was positively embraced by the member states of the World 
Health Organisation (WHO), including the member states, all health and 
development workers and world community in pursuit of 'health for all by the year 
2000' (WHO publications 1978). 
The core principles of PHC, as published by WHO in The World Health 
Report-sharing the future 2003, include: 
• universal access to care and coverage on the basis of need; 
• commitment to health equity as part of development oriented to social justice; 
• community participation in defining and implementing health agendas; 
•   intersectoral approaches to health. 
PHC was introduced in South Africa after the first democratic elections of 1994 when 
the newly elected African National Congress (ANC) published a post-apartheid 
health plan which had the central task of addressing the disempowerment, 
discrimination and underdevelopment that over centuries had debilitated the health 
system (Coovadia et. al., 2009). Following suit in the concept of PHC as was 
promoted at Alma Ata, the new government made PHC the cornerstone of the health 
policy through a district health system, emphasised community participation and 
envisaged a health system based on community health centres (Coovadia et. al., 
2009 and Mclntyre and Gilson, 2002). According to Coovadia et. al. (2009:828) "The 
public health system was transformed into an integrated, comprehensive national 
service, driven by the need to redress historical inequities and to provide essential 
health care to disadvantaged (especially rural) people. A clinic infrastructure 
programme, in which 1 345 new clinics were built and 263 upgraded, improved 
availability of and access to health-care services. Primary health care became 
available without cost to users". 
Prior to the attainment of democracy, the South African health model was curative in 
nature. De Beer (1986) wrote that in 1942 the National Health Services Commission 
was appointed and chaired by Dr H. Gluckman. After a detailed assessment that 
took two years, the commission submitted its report. It produced a plan with the 
potential of making good and free health accessible to all South Africans. De Beer 
(1986:16) stated "In addition, the commission put the prevention of ill health above 
the curing of disease. This concept, very popular today, was almost unheard of at 
the time". One of the five factors stated by Mclntyre and Gilson (2002:1640) as 
characteristic of the pre-1994 health system was "inefficiently and inequitably biased 
towards curative and higher level services". The newly elected democratic 
government sought to make a change in the health system and currently states that 
"To strengthen the health system, the department needs to undertake a number of 
equally important initiatives. This includes the need to change health service delivery 
from a curative model to one that promotes cost-effective primary healthcare (PHC) 
as close to the community and households as possible" (Department of Health, 
2013). 
According to McEwan (2003:471) "Chapter 7 of the South African Constitution sets 
out the policy directive with regard to local government, clearly assigns it a 
development role and emphasises the participation of communities and community 
organisations (152(1))". She also cites that the White Paper on Local Government 
(1998) strives to enable the process of local government transformation and its role 
in correcting social and economic imbalances. Furthermore, McEwan (2003:471) 
states "Section B of the White Paper provides that co-ordination and integration are 
required for development planning, there is a need for community participation in 
local government matters, and it is the responsibility of local government to provide 
sustainable service delivery at an affordable level". 
The Municipal Structures Act 117 of 1998 Chapter 4, subsection (g) states 
"Executive mayors must annually report on the involvement of communities and 
community organisations in the affairs of the municipality" and subsection (h) states 
"...and ensure that regard is given to public views and report on the effect of 
consultation on the decisions of the council". Williams (2006:197) writes "Community 
participation, that is, the direct involvement/engagement of ordinary people in the 
affairs of planning, governance and overall development programmes at local or 
grassroots level, has become an integral part of democratic practice in recent years 
(see Jayal, 2001). In the case of post-apartheid South Africa, community 
participation has literally become synonymous with legitimate governance". 
The health policies were developed to emphasise the importance of community 
participation in the conception and implementation of health initiatives, thereby 
ensuring their sustenance and maintenance. Including communities in these 
endeavours facilitates a sense of entitlement and ownership, community esteem, 
coherence and cohesion, and ultimately leads to an active involvement of the 
community in its entirety. David et at. (1996:3) allude to the difficulties encountered in 
implementing health initiatives (specifically community participation) because of 
conflicting priorities in the community, which therefore increase the likelihood of 
short-lived benefits as opposed to sustained benefits from these initiatives, or may 
lead to the community rejecting them altogether. 
Community health committees are pivotal to the advancement of improved health, 
and their intention is to partner with health facilities so as to improve primary health 
within our local communities (Walter et. al, 2010). The development of PHC together 
with these committees has proved to be a challenge for many countries. This is 
evidenced by many countries which have yet to produce sufficient evidence of 
positive changes in health through participation by communities (Walley, Lawn, 
Tinker, de Francisco, Chopra, Rudan, Bhutta, Black and the Lancet Alma-Ata 
Working Group, 2008:1001). Reasons are based mainly on the recognition that it is 
typically non-profit organisations that deal with community initiatives, through both 
financial and labour investments. Programmes of this nature also require a generous 
amount of funding, creating a cycle of dependence evident in the reversal of benefits 
when funding is depleted. The sustainability of such projects is therefore challenged, 
leading to scepticism and reluctance in investments, and eventually, the death of 
many health organisations. 
Notwithstanding the above, health committees have strived relentlessly in pursuit of 
a greater cause, which is to improve the level of health in their communities. 
Although health committees have been included in the making of policies and 
planning in the national health department, we have yet to witness their full 
implementation at a local level. On a more positive note, there is evidence that even 
with little or no funding, health committees find a way for continued functioning in 
order to be a consistent source of assistance to communities. 
The research paper will focus on the sustainability of health committees in Port 
Elizabeth, South Africa. 
1.2 RESEARCH QUESTION 
What are the factors that are supporting the sustainability of the health committees in 
Nelson Mandela Bay Health District? 
1.3 RESEARCH AIM AND OBJECTIVES 
1.3.1 Aim 
To assess the strategies and approaches used by health committees in NMB to 
develop and maintain sustainability. 
1.3.2 Objectives 
The research will 
• Investigate the factors that sustain two health committees in Nelson Mandela 
Bay 
• Develop an understanding of the members of health committees and the 
factors that motivate their continued membership 
• Conduct an evaluation of their sustainability strategies. 
CHAPTER 2: LITERATURE REVIEW 
2.1 INTRODUCTION 
Health is one of many factors that dictate successful development in all sectors of a 
country. Yet, it is not unusual for professionals and communities to see a 
discrepancy between health and development. Regarding this, Walley et al. (2008) 
state that health is a responsibility on all levels which include the individual, family, 
community, facility, district, provincial, national and global levels. They also highlight 
the importance of an enabling environment for the PHC approach which includes 
bottom-up support from strengthened communities and top-down support from 
responsible governments and across municipal and state levels, and external 
support when required. The WHO (2009) concurs by emphasising the value of 
intersectoral interdependence for the sake of health promotion and its sustainability, 
and development through enhanced employee effectiveness in healthier work 
environments. 
Public health is one of the main pillars of infrastructure that makes a direct 
contribution to a country's economic development, and as a result, has attracted 
increased investment in the last few years from both public and private organisations 
(Binder et al., 2008:4). Scutchfield et al. (2004:197) state that community health is 
one of the numerous responsibilities of public health "and community involvement is 
an absolute core value of effective public health practice". Furthermore, they 
maintain that in past the responsibility for decision-making was a task assigned to 
the elite by the elite, an action that excluded much of the community. Although it is a 
'cumbersome task' to involve communities in decision-making about their health, it is 
not entirely impossible. In this regard Scrutchfield et al. (2004:197) say: 
"How we proceed with that task and the mechanisms used to engage and involve the 
community in improving its health are evolving. Through the last several years a 
number of techniques have been developed to engage the community and obtain its 
input on how best to improve the community's health." 
WHO-Milestones in Health Promotion (2009) asserts that good health is one of the 
biggest assets a country can have and that it should be viewed as a resource for 
everyday life, not just as an objective to reach. The WHO- Milestones in Health 
Promotion (2009:1) also supplied the following prerequisites for health which are 
pivotal to the well-being of all individuals: 
• Peace 
• Shelter 
• Education 
• Food 
• Income 
• A stable eco-system 
• Sustainable resources 
• Social justice and equity 
Health is not the responsibility of the health sector alone. It includes the interlinked 
governmental sectors on the various levels because nothing will be achieved without 
good health (WHO- Milestones in Health Promotion, 2009). The WHO- Milestones in 
Health Promotion explains that "health promotion demands coordinated action by all 
concerned: by governments, by health and other social and economic sectors, by 
nongovernmental and voluntary organizations, by local authorities, by industry and 
by the media" (2009:2). Social, economic and personal developments, together with 
political, economic, social, cultural, environmental, behavioural and biological factors 
are all dependent on good health. The working together of all government sectors in 
pursuit of health ensures safer and healthier goods and services, healthier public 
services, and cleaner, more enjoyable environments (WHO- Milestones in Health 
Promotion, 2009). 
At the heart of the health achievement process is the empowerment of communities. 
Optimal health cannot be achieved without a solid foundation of educated, 
knowledgeable and skilled community members who will assist in setting goals, 
making decisions, and planning and implementing plans that will contribute to their 
improved health (WHO- Health Promotion, 2009). The WHO- Milestones in Health 
Promotion (2009:3) explains that community development relies on existing human 
and material resources in the community to optimise self-help and social support, 
and to develop adaptable systems for strengthening public participation in and the 
direction of health matters. 
2.2 PRIMARY HEALTH CARE 
Primary Health Care was a term coined after a successful implementation of basic 
health care programs to poor rural communities during the 1960s and 1970s in 
China, Tanzania, Sudan, Papua New Guinea and Venezuela (Hall and Taylor, 
2003). According to Hall and Taylor (2003:17) this concept of primary health care 
called into question the top-down approach used in health services and advocated a 
preventative approach to health care without neglecting the need for curative 
services. Formal documentation of community participation in health dates back to 
the instigation of an international health conference on Primary Health Care (PHC) in 
Alma Ata. The promotion of PHC was the first of its kind, it was positively embraced 
by the member states of the World Health Organisation (WHO) including the 
member states, all health and development workers and th» world community in 
pursuit of "health for all by the year 2000" (WHO publications, 1978). 
The core principles of PHC, as published by WHO in The World Health 
Report-Sharing the Future (2003) include: 
• universal access to care and coverage on the basis of need; 
• commitment to health equity as part of development oriented to social justice; 
• community participation in defining and implementing health agendas; 
• intersectoral approaches to health. 
All the member states of WHO accepted the goals and objectives with adherence to 
the PHC approach which included that "at least 5% of gross national product should 
be spent on health; at least 90% of children should have a weight for age that 
corresponds to the reference values; safe water should be available in the home or 
within 15 minutes' walking distance, and adequate sanitary facilities should be 
available in the home or the immediate vicinity; people should have access to trained 
personnel who are able to attend to pregnancy and childbirth; and child care should 
be available up to at least one year of age" (Hall and Taylor, 2003:18). 
Social determinants of health are important to consider when we address PHC 
matters. WHO defines social determinants of health as the conditions in which 
people are born, grow, live, work and age (WHO Social Determinants of Health, 
2011). Recently, (19-21 October 2011) the WHO held a World Conference on Social 
Determinants of Health in Rio de Janeiro, Brazil, which aimed at: 
• identifying basic principles and strategies for developing action plans to 
address social determinants of health to reduce inequalities, 
• strengthening  political  commitment  by  member states  to  develop  
and 
implement such national action plans and, 
• sharing of experiences and challenges on how to address social determinants 
of  health  and   construct  national  plans  to   reduce  health   
inequalities, 
considering the need for the strengthening of governance arrangements and 
learning from different contexts (World Conference on Social Determinants of 
Health, 2011). 
One of the factors that Marmot and Wilkinson (2009) regard as a social determinant 
to health is a widespread social gradient. They explain that poverty is the cause of 
poor health, but poor health is not confined only to the poor, "It runs from top to 
bottom of society, with less good standards of health at every step down the social 
hierarchy" (Marmot & Wilkinson: 2009: 21). They also note that there is a sensitive 
connection between health and social and economic factors that has been made 
more evident by research. 
2.3 COMMUNITY PARTICIPATION 
Some   researchers   use   community  participation   and   community   
involvement 
synonymously, with more of them preferring to use the latter as it implies greater 
action, while there are more synonyms such as 'popular participation' and 'social 
participation' (Kahssay and Oakley, 1999, Meleis, 1992 and Morgan, 2001). Meleis 
(1992) combines these two terms in order to better convey their definitions. 
Generally, there is no universal agreement on the definition of community 
participation, but Sawyer (1995:18) defines it as an active process whereby the 
community defines its own needs and forms a mutually beneficial partnership with 
health professionals to meet its needs for health improvement. 
Morgan (2001) states that there are two community participation perspectives: a 
utilitarian model used by donors or governments to exploit community resources 
which may include land, labour or money so as to reduce government spending, and 
an empowerment model that is adopted by communities in taking responsibility for 
their own needs and solving health and development problems. Nelson and Wright 
(1995) describe the former model as participation utilised as a means, which is to 
accomplish project goals efficiently, effectively and cheaply, and the latter as 
participation utilised as an end, which is a process used by a community to take 
control of its own development. 
Kahssay and Oakley (1999:6) elaborate broadly on participation, separating the 
concept into three aspects: 1. Participation as collaboration, 2. Participation as 
specific targeting of project benefits and 3. Participation as empowerment. 
1. Collaboration deals with people in less developed countries that partner with 
external development agencies by volunteering or through persuasion or 
incentive. The development agency or government fequire the people to 
deem the project successful as participation is programmed as a project input. 
Although the participants are collaborators, they are not necessarily involved 
in the programme design, control or management. In addition, "participation 
as collaboration is the interpretation which dominates much of the practice of 
current development programmes and projects, and the extent and quality of 
that collaboration is much debated" (Kahssay and Oakley, 1996:5). 
2. Specific targeting of benefits focuses on participation in development activities 
that aims to include previously disadvantaged groups by steering benefits 
directly at them (they are the project beneficiaries), with the goal of having the 
targeted groups influence the direction and execution of development. This 
concept is not readily accepted as there is uncertainty of the extent to which 
the targeted beneficiaries influence development projects, and in some cases, 
it may be negligible. 
3. Empowerment is identified as an  important aspect of participation, but 
similarly to participation, empowerment has proved difficult to define. Some 
view it within a developmental context as the improvement of skills and 
abilities that will enable people to be better assets in development delivery 
systems; in a political context, however, empowerment is defined as allowing 
people to make their own decisions regarding what they deem to be important 
in their own development. 
The fact that community participation does not have a consistent definition has made 
it susceptible to exploitation by those who seek to gain from its inclusion. Chambers 
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(1995:30) as cited in Morgan (2001:222) lists one of the definitions attached to 
community participation as having 'cosmetic' value which emanates from its ability 
"to make whatever is proposed look good". According to Kahssay and Oakley (1999) 
the differences in interpretations simply reflect the initiators' ideological position 
regarding the community participation process and its content. Morgan (1993) as 
cited in Morgan (2001:222) posits, "The proliferation of meanings attached to the 
phrase 'community participation in health'...has allowed it to be analyzed as a 
political symbol capable of being simultaneously employed by a variety of actors to 
advance conflicting goals, precisely because it means different things to different 
people". 
Community participation is a concept that is largely defined within a specific context, 
and even though its goals, approaches and implementation strategies may differ 
according these contexts, a mutual opinion is that health interventions that address 
health inequalities are enriched by community participation (Assai et al., 2006). 
While there is evidence documenting the directly proportional relationship between 
the presence of community participation and success of health programmes, there is 
not enough evidence that proves this to be sufficient (Wallerstein et al., 2008). 
Popay (2006) as cited in Draper, Hewitt and Rifkin (2010), records that the absence 
of a consistent definition(s) of community participation has confounded efforts to 
investigate the links between participation and, combined with the related lack of 
analysis of community participation processes, it becomes challenging to draw 
broader conclusions about its role in achieving and sustaining health outcomes. She 
continues to say that the difficulty is in developing a simple yet valid analytical tool 
describing community participation in order to assess its relationship with health 
improvements and other programme outcomes, and one that is equally useful to 
planners and managers on the ground. According to Draper et al. (2010:1103) two 
key issues must be considered: "firstly how to define community participation in a 
way that reflects meanings in different settings; and secondly, how then to 
incorporate this definition(s) into an evaluation framework in order to relate the 
process of participation to defined outcomes and other health impacts in programme 
settings." 
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2.4 DEVELOPING COUNTRIES 
For many developing nations, the 1960s and 1970s was a period of the newly 
established independence, and these countries were instigating optimistic policies 
and ambitious plans to relieve and remove the effects of colonialism (Hall and 
Taylor, 2003). According to Hall and Taylor (2003) developing countries were 
pursuing large scale projects including the establishment of teaching hospitals and 
medical and nursing schools, with assistance from donor nations. These initiatives 
took a large toll on nations' healthcare budget and unfortunately, were largely 
concentrated on urban regions and excluded the rural areas. 
Consequently, this created an imbalance in the healthcare opportunities afforded to 
citizens in urban and rural regions. As a result of strained funds from governments, 
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healthcare services were supplied to rural areas by missionary clinics and hospitals 
or mobile services from urban hospitals. Conditions in some rural areas remained 
poor and others deteriorated further. Stigmas held regarding the acceptance of 
'western' medicine led those with access to refute help and rather resort to traditional 
means to attain health (Hall and Taylor, 2003:17). 
However, this has changed in recent years and the concept of community 
participation has been widely accepted in developing nations as we will see from 
evidence. According to Konde-Lule (2013:6) "In Uganda, community participation 
policies are initiated at the national level and it is a process embracing political 
leaders and Ministry of Health technocrats". Konde-Lule (2013) also notes that the 
Ugandan government published a policy in 2003 outlining the standard guidelines 
specifically pertaining to Health Unit Management Committees (HUMC) which create 
a point of entry for the community to participate in the governance of the health 
system at grassroots level. Additionally, these committees have proved very helpful 
particularly "in matters requiring community mobilization for example in relation to 
fund-raising for infrastructure development and other undertakings" (Konde-Lule, 
2013:8). The main role of these HUMCs, as outlined in the policy, is monitoring the 
administration of health units within communities and adhering to guidelines 
specified by the Ministry of Health. A provision is also made in the policy for the 
inclusion of ordinary public members into these committees. 
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Mishra and Dilip (2003) note that in India decentralization is now viewed as a critical 
factor in the country's developmental discourse. Kerala, one of India's twenty-eight 
states, was the first to adopt and implement decentralization through the election of 
Panchayati Raj Institutions (PRIs) and its model of democratic decentralization 
focuses particularly on people's participation in decentralized governance. PRIs are 
elected by the community and in Kerala, members included housewives, the 
unemployed and professionals. 
In their research Mishra and Dilip (2003:7) found that "When it comes to the PRI's 
role in addressing health concerns of the population in its jurisdiction, it depends 
largely on its power and functions to intervene in the local level health system. Such 
an intervention may not only be in the form of the regulatory role but also its 
proactive role in addressing emerging health issues. This requires fund allocation, 
prioritization of issues to be addressed, etc. On this count, an assessment of the 
PRI's differential budgetary allocation was made to assess prioritization in health 
care". They found that this budget was spent on multiple activities, which mainly 
involved health prevention and promotion activities, and also included an allocation 
towards water and sanitation, social security and welfare of the underprivileged. 
As with all new endeavours, the HUMCs of Uganda and PRIs of Kerala were faced 
with barriers that varied from minimal knowledge about specific roles and functions, 
the extent of effectiveness of these units regarding public health, to poor or lack of 
communication between these units and their communities. 
2.5 FORMALISED COMMUNITY STRUCTURES PROMOTING PARTICIPATION IN 
HEALTH 
From Sohani's paper (2005) as cited in McCoy et al. (2011) which falls within a 
health context, we can deduce formalised community structures to mean structures 
that are formally organised by local communities through community mobilisation, 
facilitated discussions and the democratic election of members to form committees 
with the mandate to govern the health and development of the community. Sohani 
(McCoy, et al., 2011) further explains that these formalised structures are advised to 
become registered as formal entities in order to receive assistance in creating a 
customised constitution, forming aims and objectives, outlining roles and 
responsibilities, and working arrangements. 
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Sohani (2005) as cited in McCoy et al. (2011) makes a case example of two Kenyan 
districts that initiated a health intervention for local communities. It involved 
mobilising communities to structure representative Dispensary Health Committees 
(DHCs) that would grant community members the opportunity to play an active role 
in their health and develop activities at the dispensary level. The intervention was 
implemented by a partnership comprising the Ministry of Health and the Aga Khan 
Health Service (AKHS). 
Democratic elections were held for the appointment of DHC members, and minority 
representatives were included. The DHC and dispensary staff were equipped with 
managing, planning and governing skills as well as conflict resolution and consensus 
building skills in order to prepare them for health intervention. The training proved to 
be most beneficial, "Health care utilization and revenue generation increased in all 
clinics; weekend outreach services for the most distant villages were initiated; 
medicines became more readily available; and village health workers were 
revitalized. Improved financial systems reduced the leakage of funds and financial 
mismanagement, whilst at the same time cost barriers for the poorest were reduced 
through the more effective implementation of fee exemptions and deferrals" (McCoy 
etal., 2011:6). 
2.6 LEGISLATIVE FRAMEWORK 
The Department of Health of South Africa aims to develop a unified health system 
adequate to deliver quality health to all South African citizens in an efficient manner 
and caring environment. The Department of Health is guided by a comprehensive 
primary health care approach in accordance with the health objectives in the 
Reconstruction and Development Programme. The health promotion strategies of 
the Department of Health are based on the WHO movement "Health for All by the 
year 2000". The White Paper on Transformation of the Health System of South 
Africa (Department of Health, 1997) emphasises the importance of community 
participation in the development and improvement of primary health care in the 
public health care system. According to the above-mentioned White Paper: 
It is essential to obtain the active participation and involvement of all sectors of South 
African society in health and health-related activities. All sections of the community, 
all members of households and families and all individuals should be actively 
involved, in order to achieve the health consciousness and commitment necessary 
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for the attainment of goals set at the various levels. The people of South Africa have 
to realise that, without their active participation and involvement, little progress can 
be made in improving their health status. (White Paper on Transformation of the 
Health System in South Africa, 1997: 5-6) 
As a section of its goals and objectives Chapter 1 (f) of the White Paper mentions the 
fostering of community participation across the health sector by: 
1. Involving communities in various aspects of the planning and provision of 
health services; 
2. Establishing  mechanisms to  improve  public accountability and  
promote 
dialogue and feedback between the public and health providers; and 
3. Encouraging communities to take greater responsibility ^or their own health 
promotion and care. 
In the National Health Act (61 of 2003) it is stated that provincial legislation must 
provide for the establishment of committees for "(a) a clinic or a group of clinics; (b) a 
community health centre; or (c) a clinic and a community health centre or a group of 
clinics and community health centres". In addition it states that members of the 
committee must include at least one or more local government councillors; one or 
more members of the community served by the health facility; and the head of the 
clinic or health centre in question. The responsibility of describing the operations of 
the committee is left to the provincial legislation (Government Gazette, 2004). 
The Eastern Cape Provincial Health Act (10 of 1999) highlights the role of the 
Member of the Executive Council (MEC) in establishing and determining terms of 
reference for provincial health advisory and technical committees which include 
district health councils, community health committees, hospital boards, advisory 
committees and forums (Provincial Gazette, 1999). 
The Municipal Systems Act (32 of 2000) is largely based on the inclusion and 
involvement of the local community in the affairs that are essential for the 
effectiveness of the municipality. It highlights social and economic upliftment in 
communities, ensuring unanimous access to essential services that are affordable to 
everyone; empowering the poor and honouring service delivery agreements; and 
allowing provision for community participation. Section 16 of this Act specifically 
deals with community participation stating that the municipality must provide 
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opportunity for the local community to participate in the affairs of the municipality; 
contribute to capacity building to foster community participation; and provide the 
necessary funding within the municipal budget in order to make these aims possible 
(Government Gazette, 2000). 
South African legislature seems to have an abundance of policies allowing for the 
instigation and functioning of health committees as well as community participation, 
but as Boulle (2007:11) states, "there appears to be a gap between policy making 
and the translation of this policy into practice." 
2.7 COMMUNITY PARTICIPATION IN SOUTH AFRICA 
Prior to the attainment of democracy, the South African health model was curative in 
nature. De Beer (1986:15) wrote that in 1942, the National Health Services 
Commission was appointed and chaired by Dr H. Gluckman. After a detailed 
assessment that took two years, the commission submitted its report. It produced a 
plan with the potential of making good and free health accessible to all South 
Africans. De Beer (1986:16) stated "In addition, the commission put the prevention of 
ill health above the curing of disease. This concept, very popular today, was almost 
unheard of at the time". 
One of the five factors stated by Mclntyre and Gilson (2002:1640) as characteristic of 
the pre-1994 health system is that it was "inefficiently and inequitably biased towards 
curative and higher level services". The newly elected democratic government 
sought to make a change in the health system and currently states that "To 
strengthen the health system, the department needs to undertake a number of 
equally important initiatives. This includes the need to change health service delivery 
from a curative model to one that promotes cost-effective primary healthcare (PHC) 
as close to the community and households as possible" (Department of 
Health-Primary Health Care, 2013). 
McEwan (2003:471) states "Chapter 7 of the South African Constitution which sets 
out the policy directive with regard to local government clearly assigns it a 
developmental role and emphasises the participation of communities and community 
organisations (152(1))". She also mentions that the White Paper on Local 
Government (1998) strives to enable the process of local government transformation 
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and its role in correcting social and economic imbalances. McEwan (2003:471) 
states "Section B of the White Paper provides that co-ordination and integration are 
required for development planning, there is a need for community participation in 
local government matters, and it is the responsibility of local government to provide 
sustainable service delivery at an affordable level". 
The Chapter 4, subsection (g) of the Municipal Structures Act 117 of 1998 states that 
"Executive mayors must annually report on the involvement of communities and 
community organisations in the affairs of the municipality" and subsection (h) adds 
"and ensure that regard is given to public views and report on the effect of 
consultation on the decisions of the council". Jayal (2001) as cited in Williams 
(2006:197) writes "Community participation, that " is, the direct 
involvement/engagement of ordinary people in the affairs of planning, governance 
and overall development programmes at local or grassroots level, has become an 
integral part of democratic practice in recent years. In the case of post-apartheid 
South Africa, community participation has literally become synonymous with 
legitimate governance". 
The health policies were developed to emphasise the importance of community 
participation in the conception and implementation of health initiatives, thereby 
ensuring their sustenance and maintenance. Including that communities facilitate a 
sense of entitlement and ownership, community esteem, coherence and cohesion, 
and it ultimately leads to an active involvement of the community in its entirety. David 
et al. (1996:3) allude to the difficulties encountered in implementing health initiatives 
(specifically community participation) because of conflicting priorities in the 
community, which therefore increase the likelihood of short-lived benefits as 
opposed to sustained benefits from these initiatives, or may lead to the community 
rejecting them altogether. 
Like most developing countries, South Africa has shown a slow moving progress (in 
written literature and community health projects) in initiating a primary health care 
approach through community health committees (Haricharan, 2010). According to 
research by Harirachan (2010) the reason for such a negative response is attributed 
to a "lack of political commitment, limited resources, limited capacity and skills, 
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attitudes of health workers, lack of clarity of the role and mandate of committees, 
limited co-operation from health services, and lack of support" (Haricharan, 2010: 
18). Other explanations include the passive involvement of authorities or the lack 
thereof and an adequate socio-economic context that does not facilitate a healthy 
environment for the growth and sustainability of functioning community health 
committees. 
Haricharan (2010) states that even though the importance of community participation 
is irrefutable; reports indicate that health committees in South Africa are still lacking 
(Boulle et al., 2008). He also reiterates that health committees possess the capability 
to impact positively on health and health care services and on the right to health 
(Loewenson et al., 2004). 
2.8 COMMUNITY HEALTH COMMITTEES IN THE EASTERN CAPE 
Scutchfield   et  al.   (2004:197)   state  that  "Community   health   is  the   
ultimate 
responsibility of public health agencies and community involvement is an absolute 
core value of effective public health practice". As previously mentioned, the National 
Act 61 of 2003 states that provincial legislation must provide for the establishment of 
committees and in the Eastern Cape Province, the Department of Health published 
the Final Draft of the Policy on the Establishment and Functioning of Clinic and 
Community Health Centre Committees in 2009 (Eastern Cape Department of Health, 
2009). The description of the roles and functions of CHCs are summarized as 
follows: 
(a) Oversight role - the CHC must oversee that there is adherence to health 
facility norms and standards and provision of PHC. The CHC must monitor 
the achievement of targets of PHC, opening and closing times in the facility, 
hold management accountable for implementing decision taken in CHC 
meetings, the effectiveness of communication between facility management 
and the community, and the extent to which complaints are addressed by 
management. CHCs must receive regular performance reports from 
management, regularly visit the health facility at all possible times, observe in 
selection panels for management positions only, raise interview concerns with 
the MEC, develop quarterly reports about health facility performance to be 
18 
submitted to the MEG and make recommendations to the MEC to commission 
studies to reflect the performance of the health facility. 
(b) Advocacy duties - CHCs must always act in the best interest of communities 
through the use of PHC, teach communities about their health rights and 
responsibilities, partner with other community stakeholders to come up with 
ways to implement facility health programmes, and identify health problems to 
inform health facilities for purposes of planning. CHCs must also have one 
representative as an ex officio member in the CMC for a cluster of three clinics 
within the catchment area, and one CMC member must be an ex officio 
representative of the clinics in the catchment area of the district hospital to the 
Hospital Board of a District Hospital. 
(c) Social mobilization - develop strategies to strengthen ownership and support 
of the health facility in the community to ensure effective use of the facility, 
inform about the presence and functions of CHCs that are aimed at the 
implementation  of PHC  services,  provide  a  complaint platform for 
the 
community through departmental complaints procedure, provide feedback in 
community health meetings and encourage communities to report health 
hazards or challenges within the catchment area that require the urgent 
attention of the health facility. 
(d) Fundraising - CHCs must develop a fundraising policy to promote PHC 
activities, raise and manage CHC funds in terms of treasury guideline and in 
compliance with the Public Finance Management Act requirements, and 
develop annual financial statements in order to account as to how those funds 
were utilized. 
2.9 CONCLUSION 
In the face of such circumstances, it is refreshing to find health committees that are 
functioning communities. It is evident that there is a need for more research 
approach to health committees. This can only be established through efficient and 
effective health committees that fulfil a sincere role in the service of communities, 
and create an atmosphere that facilitates interest and a spirit of volunteerism in 
community members for the sustainability and maintenance of community health. 
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CHAPTER 3: METHODOLOGY AND RESEARCH METHODS 
3.1 AIM 
To assess the strategies and approaches used by health committees in NMB to 
develop and maintain sustainability. 
3.2 OBJECTIVES 
The research will 
• Investigate the factors that sustain two health committees in Nelson Mandela 
Bay 
• Develop an understanding of the members of health committees and the 
factors that motivate their continued membership 
• Conduct a comprehensive evaluation of their sustainability strategies. 
3.3 SCOPE AND SCALE 
Two health committees in Nelson Mandela Bay Health District (NMBHD) were 
selected by the researcher in collaboration with the District Health Department's 
management team in Sub-district A. The criteria for the selection of health 
committees used in this research included the following: 
• Health committees that were well-balanced in terms of group representation 
i.e. representation for women, youth, children, disabled, traditional leaders, 
religious leaders. 
• Health   committees  that  were   functioning   well,   i.e.   actively   
providing 
assistance to the community through involvement in a health facility and the 
initiation of health programmes and projects for the improvement of health 
and PHC. 
• Health committees that involved the health facility manager and have his/her 
support. 
 
• Health committees that met on a regular basis within their communities. 
• Health committees that had been consistently represented in the Sub-district 
(A) health forum meetings and produced reports for their meetings. 
• Health committees that encouraged participation in the community in matters 
that involved the improvement of their health and health services. 
• Health committees that were willing to participate in the research process and 
consented to being the object of the research. 
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3.4 RESEARCH DESIGN 
The research used a qualitative research methodology which meant that the 
research was based and focused on examining the feelings, opinions, perceptions 
and personal experiences of health committee members regarding their motivation 
for continued membership and their strategies in maintaining sustainability. A 
participatory development approach was also utilised to observe the participation of 
the health committees and associated stakeholders who were involved in the 
research, examining particularly the manner of their involvement i.e. individual roles, 
relationships, meetings and issues discussed in meetings (planning and 
decision-making), skills, implementation, and effectiveness of health 
committees, 
sustainability and involvement of stakeholders. 
•> The framework was 
not a comparative study; the researcher opted to use two health 
committees to assist in gaining an in-depth knowledge and understanding of the 
functioning of health committees and provided a more accurate and detailed account 
of the experiences that occurred in health committees. Two health committees were 
selected for research by the researcher. The selection process was as follows: 
The researcher met with the Sub-district health manager who proposed names of 
health committees she believed were functioning in Nelson Mandela Bay as per the 
criteria listed above, and those she thought would be willing to participate in the 
research process. The research process included the following: 
• The researcher selected two health committees in Nelson Mandela Bay that 
had   been   functioning   for   a   number   of   years,   displaying   
continued 
sustainability through the meeting of objectives and the achievement of goals. 
• The researcher held seven key informant semi-structured interviews with the 
committee members (three in CMC A and four in CMC B). The interviews 
enquired  about  how  the  committees  had   been  functioning  from  
their 
establishment to date, what achievements they had attained, what motivated 
them to join and remain in the health committee, what their role was in the 
health committee, how their relationship was with the facility staff, what 
personal characteristics were important to have as a health committee 
member, what their frustrations were regarding their work in the community, 
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what the role played by government was and how they had overcome barriers 
that threatened sustainability. 
• The researcher obtained consent from health committee members through 
the use of consent forms which they signed. Consent was also obtained from 
interviewees to record the interviews through the use of an audio recording 
device. Audio recording was a process that involved the actual recording of 
the interviews, analysing, drawing out themes and recording the findings in 
writing. Each step needed careful attention and precise decision-making 
regarding word choice and sentence construction, descriptive details and 
accurate interpretation in order to elicit information that would provide an 
accurate account of the happenings in the interview (Hammersley, 2010; 
DiCicco-Bloom and Crabtree, 2006). 
• The researcher sat in and observed two meetings, one for each health 
committee, and also observed the relationship between health committee 
members and facility staff, as well as the activities in the facility. The 
researcher also observed two sub-district forum meetings that included all the 
health committees of sub-district A. 
• One focus group was held for CMC B. CMC A was unavailable for a focus 
group discussion as members were busy with other commitments and 
struggled to make time to meet for the focus group discussion. They were 
called  numerously by the health facility manager to no avail, and the 
researcher could no longer wait because of time constraints. 
3.5 KEY INFORMANTS 
Marshall (1996) explains that key informants are an expert source of information, 
and with their particular personal skills or position within a community, they are able 
to provide more information and a deeper insight into occurrences around them. 
According to Tremblay (1957:692), these are the characteristics of an ideal key 
informant: 
• Role in community. The role of the informant should be positioned in a 
manner that constantly exposes him to the kind of information sought by the 
researcher/interviewer. 
• Knowledge. In addition to having direct access to the information desired, the 
informant should have absorbed the information meaningfully. 
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• Willingness. The informant should be willing to communicate his knowledge to 
the researcher/interviewer, and co-operate with him as fully as possible. 
• Communicability. He should be able to communicate his knowledge in a 
manner that is intelligible to the researcher/interviewer. 
• Impartiality. Ideally personal bias should be at a minimum, and such biases 
that do exist should be known to the researcher/interviewer. 
In this research, the researcher selected key informants who had roles that were 
strategically in a position that maximised the availability of information in order to 
enhance knowledge and understanding about health committees. The key 
informants were drawn from the following: 
• The chairperson of a health committee. The chairperson was elected by 
committee members and therefore had their confidence. This officer presided 
over committee meetings, had vast knowledge about the members, their 
roles, and group dynamics and represented the committee in health forums 
(district health forum) outside the committee as the spokesperson. The 
chairperson was valuable as a key informant. 
• The secretary of a health committee. The secretary was also an elected 
officer that held all the documentation of the committee. All communications 
from within the committee and without were done through the secretary. 
Meeting requests, agendas, minutes and reports were prepared by the 
secretary. The secretary often accompanied the chairperson to meetings 
outside of the committee. As a key informant, the secretary held all the facts 
regarding official business documentation and communications, and was ideal 
as an informant. 
• Health facility manager/nurse in charge - ex officio member of a health 
committee. The health facility manager was in a position where he/she could 
provide important information about the relationship involving the facility, the 
health committee and the community. He/she expounded on the role the 
health committee played in improving health services for the community and 
the facility staff. 
• Members who have the most experience (have been in the committee the 
longest) were also considered as essential key informants who would provide 
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the history of the health committee, its establishment, sustainability strategies 
that have kept the health committee operational and motivation that has kept 
them in the health committee as members. But it appeared that the majority of 
members had joined the health committees within the same period and 
therefore possessed very similar accounts of the above-mentioned. 
3.6 ETHICAL CONSIDERATIONS 
A code of ethics is established to regulate the interactions of researchers to the 
people they intend to study and the fields in which they conduct their research. 
According to Flick (2009), "Principles of research ethics require that researchers 
avoid harming participants involved in the process by respecting and taking into 
account their needs and interests" (pp.36). DiCicco-Bloom and Crabtree (2006:319) 
consider four ethical issues related to the interviewing process (and all areas of 
research) that can be applied even to this research: 
1. Reducing the risk of unanticipated harm 
2. Protecting the interviewee's information 
3. Effectively informing the interviewees about the nature of the research 
4. Reducing the risk of exploitation 
Reducing the risk of unanticipated harm refers to stimulating certain negative 
feelings (e.g. depression, anxiety) that were previously unknown or unexplored. 
Interviewing participants requires them to think deeply about the subject they are 
being interviewed about, they reflect on it possibly more than usual and at times a 
realisation of their true feelings may cause harm. Researchers are warned to be 
vigilant in relating to interviewees so as to avoid stimulating negative feelings, and if 
that is unavoidable, should have a plan to assist interviewees in dealing with them. 
Protecting the interviewee's information is very important. Often, the information 
revealed by participants in the interviewing process can quite easily jeopardise their 
reputation, role in the system or another person's role in the system. The researcher 
must always protect the interviewee and maintain anonymity regarding the 
information provided and its source, especially from those who are in conflict with 
what has been said. 
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Interviewees must know all the details pertaining to the research and their role as 
participants in the research process. They must give their consent verbally or in 
written form on a document with a signature. The researcher should remind the 
participants of the research details in each segment so that the participants are given 
a chance to re-evaluate their decision. Participants must know that giving consent is 
not a binding contract and leaving the research process is an option that is always 
open to them. 
The interviewees must not be exploited for personal gain. The researcher must 
acknowledge their contribution in the research and return to provide the participants 
with feedback regarding the findings and outcomes of the research. 
In addition to the above-mentioned, Flick (2009) emphasises similar ethical 
considerations applicable to this research: 
• Doing justice to the participants in analysing data - a researcher should only 
make judgements based on the data, and must avoid judging participants on 
a personal level. 
• Confidentiality must be maintained at all times. 
• A researcher must obtain informed consent from participants 
• Participants must not be harmed in any way during data collection or at any 
stage of the research process 
Murphy and Dingwall (2001:339) emphasise that "...researchers have a duty to 
avoid treating participants as a means to an end, rather than as an end in 
themselves". They add that researchers are not only required to protect participants 
from harm, but should also have concern about their rights: 
• Non-maleficence: researchers should avoid harming their participants. 
• Beneficence: research on human subjects should produce some positive and 
identifiable benefit rather than simply be carried out for its own sake. 
• Autonomy or self-determination:  the  values  and  decisions  of 
research 
participants should be respected. 
• Justice: people who are equal in relevant respects should be treated equally 
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The ethical considerations mentioned above will all be applied by the researcher in 
this research. Treating participants in a non-ethical manner not only holds the 
researcher responsible to the ethics committee, but to the harmed participants as 
well. Therefore, ethics are a safeguard for both the researcher and the participants. 
3.7 CHOICE OF RESEARCH TECHNIQUES 
The researcher has found it fitting to utilise the data collection methods of (1) 
conducting interviews, (2) observation and (3) focus groups in this particular 
research. 
3.7.1 Conducting Interviews 
Hennink, Mutter and Bailey (2011:109) describe an interview as a one-on-one 
method of data collection that involves both the interviewer and interviewee 
discussing specific topics in depth. They liken it to being engaged in conversation 
with a purpose in order to elicit information that only the interviewee can provide in 
order to gain insight into issues previously not known. In this research, the 
researcher will use a general interview guide approach which is a structured set of 
interview questions that still allow for some flexibility in its composition, depending on 
the responses provided by the interviewee (Turner, 2010). It is important to obtain 
personal experiences of health committee members in order to gain a deeper 
understanding of the reasons and motivations behind joining and remaining in a 
health committee. Interviews will also assist in eliciting formed opinions and 
perceptions of the participants and finding out how these affect their work in the 
health committees. Because these interviews are mostly conducted within the 
participant's own environment, this helps the researcher form an understanding of 
the context in which all these experiences take place. In order to achieve an in-depth 
perspective in interviewing, Hennink, Hutter and Bailey (2011:109) suggest the 
following: 
• Using a semi-structured interview guide to prompt the data collection 
• Establishing rapport (a trust relationship) between the interviewer and 
interviewee 
• Asking questions in an open, empathic way 
• Motivating the interviewee to tell their story by probing 
26 
3.7.2 Audio-recording and Transcription 
Since the 1960s, there has been a growing tendency to use audio- and/or 
video-recording or their transcripts as methods of collecting data by qualitative 
researchers, and it seems researchers are relying more on these methods than 
taking field notes (Hammersley, 2010:555). Audio-recordings can be highly effective 
if conducted properly (without the interruptions of background noise, weak batteries, 
and placement issues) and can reduce or prevent problems later on in the research 
process (DiCicco-Bloom and Crabtree, 2006:318). In this research, the researcher 
will be using the aid of a voice-recording device for a more accurate account of the 
data that will be provided by the interviewee, and through an repetitive process of 
listening to a recorded interview, the researcher will be able to conduct a thorough 
analysis and transcription of the data, and can consult the recording later on in the 
research should there be any need for clarification. In recognising that recordings 
can be viewed by interviewees as non-confidential, dangerous and incontrovertible, 
"most institutional ethics committees require that a specific consent for 
tape-recording be included in informed consent forms that must be signed prior to 
an interview... Recorded data should be carefully guarded and generally destroyed 
after transcription or once analysis is complete" (DiCicco-Bloom and Crabtree, 
2006:318). 
Hammersley (2010) points out that recording and transcription are seen as 
convenient by most qualitative researchers in contrast to field note writing, and are 
considered to provide exactness and greater detail. Even though it is not all research 
that requires extensive details, providing accuracy requires the researcher to make 
many decisions regarding the data before arriving at a satisfactory level of 
transcription. Hammersley (2010:556) writes that the following decisions are involved 
in transcription: 
1. Whether to be selective in transcribing and if so, how much selectiveness is 
required. 
2. How to present the recorded interview/conversation. Decisions must be made 
about whether the researcher should transcribe actual sounds or words 
describing the sound. There is also a question of representing pronunciation, 
intonation, pitch, amplitude and pace of talk. 
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3. In a multi-party talk, should there be an indication of to whom the speaker is 
primarily addressing the talk, where this is not indicated explicitly in what is 
said? 
4. Whether to include non-word elements: such as back-channel noises (for 
instance 'uhuh'), laughs and other sounds that may be expressive. Also at 
issue is whether to report in-breaths and out-breaths, coughs, and other 
noises that may be regarded as non-expressive but still significant in some 
way. 
5. Should silences and pauses be included in the transcript, should they be 
timed, and if so how? 
6. Should we try to include relevant gestures and fine or gross physical 
movement, including for example walking about? 
7. There is also the issue of how to lay out the talk on the page in transcripts. 
While it is most common to use a playscript format of some kind, there are 
alternatives to this. 
8. How should the speakers be labelled? Should they be labelled as numbers, 
letters or by false names? 
9. When it comes to providing extracts from transcripts in research reports, there 
are further questions: where to begin and end the extract (for example, in the 
case of interview data, should the interviewer's questions be included?) 
Hammersley (2010:558) explains that transcribing is not only about making decisions 
and answering questions, nor is it a simple matter of turning heard words into written 
words. It is understanding what is being said and done within a particular context 
where relevant words can be identified and applied to reflect the action taking place, 
"And this requires more than just knowledge of the language, narrowly understood in 
terms of a sound system, lexicon, and grammar". 
3.7.3 Observation 
Lofland and Lofland (1995:18) as cited in Boeije (2010) describe observation as "The 
process in which an investigator establishes and sustains a many-sided and 
relatively long-term relationship with a human association in its natural setting for the 
purpose of developing a scientific understanding of that association". Boeije 
(2010:59) states that observation is not a method that takes place within a controlled 
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setting such as a laboratory, but rather it requires the researcher to be in the field 
and to be part of the participant's everyday life. 
Observation will assist the researcher to witness the health committee members 
within their natural setting, how they go about their responsibilities, the health issues 
that they deal with, who delegates responsibilities, how they cope under pressure, 
how and when they deal with community members and what the group dynamic is 
within the committee. This will require a very detailed and thorough record of 
everything that researcher sees and hears. Delamont (2004) explains that in 
observation, the researcher accompanies participants, pays attention to people's 
activities, takes part in their activities, reads documents, provides aids or does small 
jobs and interviews participants. 
3.7.4 Focus Groups 
A focus group discussion is an interactive discussion between six to eight pre-
selected participants, led by a trained moderator and focusing on specific set of 
issues (Hennink, Mutter and Bailey, 2011:136). Sim (1998:346) as cited in Boeije 
(2010:64) refers to a focus group as a group interview which seeks to generate 
primarily qualitative data by capitalising on the interaction that occurs within the 
group setting. According to Sofaer (2002:330) focus groups were initially used in 
market research to test potential consumer responses to both products and their 
presentation in advertising campaigns. Currently, they are viewed by social scientists 
as a flexible and cost effective method for exploring attitudes, experiences, and 
responses of non-random samples of people who fit a particular profile. 
In this research, it will prove useful to use focus groups as a data collection tool as it 
will draw out experiences, opinions, feelings and arguments that exist within a social 
or a group setting regarding the issues surrounding health committees. The focus 
group will allow the researcher to listen in and observe and record particular 
behaviours, norms and language usage during the discussion. The researcher is to 
note topics that are taboo, those that cause heated arguments and those that the 
group is in agreement on, and from such discussion the researcher can analyse the 
data collected. 
Within a focus group, tasks and activities may be employed like drawings, role plays 
and vignettes. The researcher does not usually actively take part in the discussion 
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but rather observes, takes notes of group interactions and supervises recording 
equipment (Boeije, 2010). Focus groups are at times considered to be less valuable 
than individual interviews, but it needs to be remembered that people do not exist in 
a vacuum. Views and opinions are formed and developed within group settings, and 
focus groups are social settings which better reflect reality than data collected in a 
non-social setting (Boeije, 2010:65; Carey and Smith, 1994). Hennink, Mutter and 
Bailey (2011) emphasize that "The interactive nature of data collection found in a 
group discussion enables this method to generate more insights on the research 
issues than a series of in-depth interviews with the same number of participants" 
(pp.136). 
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CHAPTER 4: FINDINGS 
4.1 INTRODUCTION 
Two CHCs in the NMB Health District were approached to participate in this 
research (CHC A and CHC B) and both accepted the invitation and agreed to 
participate. The CHCs interviewed showed similar characteristics in terms of their 
functioning and responses to questions. The responses of these CHCs differed as 
would be expected, but their similarities were very pronounced. It was interesting to 
note these similarities, particularly with regard to their reasons for sustainability, 
goals achieved and challenges faced. 
4.2 CONTEXT 
Typical of the communities in which both CHCs worked was widespread poverty. 
Many of the homes in these townships were informal shacks built from planks and 
corrugated iron sheets. Those that were properly built were small and built closely 
together. The CHCs said poverty was the root from which most of the community's 
problems sprung. These problems included unemployment, crime, substance and 
alcohol abuse, physical abuse, sexual promiscuity, early pregnancy, poor nutrition 
and diet, TB, HIV/AIDS, diabetes, heart disease and high blood pressure. 
A member of CHC A said: 
"Obviously, this community we live in is a community that is poor. If you look at the 
percentage of people that do not work, there is a very high number of unemployed 
people in the catchment area that we are in. Until the beginning of this year if not late 
last year, this community was plagued by a sea of 'amatyotyombe' (shacks), you 
know? That, obviously, without even checking who's working and who's not, tells you 
that this society is a society of unemployed people. Those who do work do not earn 
enough to build homes of a better standard." 
The health facilities that the CHCs worked in were small and often overcrowded by 
patients. There was a lack of privacy in the facilities because of the small space and 
as a result, patients would know each other's health issues by the places in which 
they sat waiting. The patients sat very close together and there was a danger of 
contagion from members that had contagious illnesses such as TB. 
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The study produced multiple factors that the CHCs identified as keys to their 
sustainability and they have been categorised. Each factor is followed by an in depth 
explanation identified during the study. 
4.3 FACTORS THAT SUSTAIN COMMUNITY HEALTH COMMITTEES (CHCs) 
4.3.1 Good interpersonal relations within the community component of the 
health committee 
What seemed to be the most apparent factor and foundational component for CHC 
sustainability was group cohesion. CHC A was formed in 2010 during the 
re-establishment and revitalisation of CHCs in NMB by the Community 
Development Unit at NMMU which was appointed as a service provider. Most of 
the members have remained together since then, with the exception of two 
members who have left. CHC B which was formed in 2011 has also remained 
together. Strong professional and interpersonal relationships were formed in both 
CHCs which appeared to have a positive effect on the overall functioning of the 
CHCs. The members had respect and care for each other and treated each other 
tactfully. They had also facilitated a friendship relationship. For example, CHC B 
members stated that they never had conflicts, they saw eye-to-eye about most 
matters that they discussed. The older members in the CHC were respected 
and treated with kindness. The members provided taxi fare for each other in order to 
attend meetings. 
Nevertheless, the CHCs cohesiveness was largely fuelled by their joint objective of 
improving primary health in their communities. Committee members felt they have a 
responsibility and role to play in the improvement of health in their communities 
regardless of the magnitude of their effectiveness. 
4.3.2 Good relations with facility staff 
The second factor identified as pivotal to CHC sustainability was having good 
working and professional relations with the staff of the health facility. The health 
facility is the centre for health in the community, utilised by most community 
members in need of health services and even others beyond the facility catchment 
area, which results in daily overcrowding in the facility (queues start forming outside 
the clinic from as early as 6 a.m.). As agents of primary health care, it is important 
that CHCs work in partnership with health facilities in their region in order to optimise 
their effectiveness and efficiency within and outside the health facility. 
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These CHCs appeared to have succeeded in that regard. The CHCs had established 
good working relations with the facility staff and were free to enter and make use of 
the facility at any time (our meetings were always held in the facility boardroom). The 
researcher observed that the CMC members felt free and comfortable around the 
facility staff. There was no apparent hostility or annoyance at the presence of the 
CMC members at the clinic. They were always welcomed, shared jokes and laughed 
with the facility staff at both CHCs. It seemed that a good professional and 
interpersonal relationship was established between the two parties. 
4.3.3 Understanding of their Roles 
During the research all participants emphasised the importance of knowing their 
working roles and boundaries in the facility and in dealing with community members 
who utilise health services in the facility. Initially there were discrepancies regarding 
the role the CHCs in health facilities and the facility staff was uneasy, but with the 
assistance of the facility manager, all discrepancies were rectified. 
The CHCs stressed that their role was not to "boss or police" the facility staff, but to 
advocate and mediate between the clinic and the community. The clinic in which 
CHC B worked, often experienced setbacks such as staff shortages and a lack of 
medication, which often resulted in the community rising up against the nurses, and 
shouting and being rude to the nurses in the facility. The CHC was called upon to 
play a mediation role by calming down the community's raised emotions and 
communicating the reasons for staff shortages and the lack of medicines. With few 
nurses working in one clinic, nurses often had to assume multiple roles such as 
those of consultant (for general health, TB, HIV/AIDS and pregnancy) and 
pharmacist at the dispensary. When a member of the health committee was present, 
they made an effort to assist the nurses, to calm the patients down and to respond to 
complaints. 
In this way, CHCs are not only beneficial to the community as their advocates and 
educators, but they are beneficial to the facilities and staff by mediating and taking 
on additional roles that they are not usually expected in the clinic in order to keep the 
health service going so people can get help and return home. The facility and CHCs 
seemed to have an open line of communication, enabled and encouraged by the 
facility manager/nurse in charge, which allowed the CHCs to be involved in facility 
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initiatives, promoting these initiatives within the clinic and in areas in the community 
that the clinic staff would not be able to reach. In such instances, the partnership 
between CMC and facility was cultivated. 
4.3.4 Good professional/interpersonal relations with the community 
Sawyer (1995:18) defines community participation as an active process whereby the 
community defines its own needs and forms a mutually beneficial partnership with 
health professionals to meet its needs for health improvement. Community 
participation is a concept that is largely defined within a specific context, and even 
though goals, approaches and implementation strategies may differ according these 
contexts, a mutual opinion is that health interventions that address health inequalities 
are enriched by community participation (Assai, Siddiqi and Watts, 2006). 
From Sohani's paper (2005) as cited in McCoy, Hall and Ridge (2011) which falls 
within a health context, we can deduce formalised community structures to mean 
structures that are formally organised by local communities through community 
mobilisation, facilitated discussions and democratic elections of members to form 
committees with the mandate to govern the health and development of the 
community. Sohani (2005) further explains that these formalised structures are 
advised to become registered as formal entities in order to receive assistance in 
creating a customised constitution, forming aims and objectives, outlining roles and 
responsibilities, and determining working arrangements. 
The understanding of the participants was that the policy for the establishment of 
CHCs stated that CMC members were to be elected from organised groups in the 
community such as youth groups, senior citizen groups, religious organisations, 
chiefs, traditional leaders, disability representatives and others. This means that the 
members of the CMC that have been elected directly from the community have 
sufficient knowledge regarding community dynamics within their specific 
constituents. They are then able to bring different perspectives when it comes to 
PHC matters, and are better able to report back and educate about health within 
their sectors. 
According to an interviewee one needed to be in good standing within their 
community, have no criminal record and have certain skills that would be beneficial 
to the CMC in order to be an adequate representative of the community. This is in 
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line with the requirements stated in the government policy for community health 
committees. Another added that being a community representative within the CMC 
meant a preparedness to commit to meeting CMC objectives, having an ear to listen, 
being open to new information, and essentially being a change agent within the 
community through education, mobilisation and empowerment. Additionally, other 
identifiable traits that needed to be seen by the community were: trustworthiness, 
accountability, responsibility, passion, drive, interest in community development, 
rootedness, vigilance and empathy. 
It seemed that a sound knowledge of community demographic areas was integral in 
order to be knowledgeable about the number of people utilising health services 
within a region, and making provisions for those who are too far to reach the health 
facility. For instance, it was evident that the area covered by a certain clinic was too 
big and the facility was immensely overcrowded. Some community members that 
lived far from the clinic and needed health services lacked taxi fare to commute to 
the clinic and consequently were unable to attain help. The CMC wrote to the 
councillor concerning this issue and it appeared that a mobile clinic was in the 
process of being arranged to reach the more distant areas. 
Although it appeared that some of the patients at the clinic were familiar with the 
CMC members in their communities, the members expressed dissatisfaction 
regarding their status in the community. The majority insisted that their CHCs still 
needed to be formally introduced to their communities and their role clearly 
explained. They also pointed out a need for publicised photographs of CHCs in their 
respective clinics as well as name tags so as to be easily identifiable to their 
communities. 
4.3.5 Suitable Personal Characteristics 
After meeting with both CHCs and spending time observing them the researcher 
realised that it took an individual with specific personal characteristics to join a CHC 
and even more so, to choose to remain in a CHC considering all the known 
challenges faced (to be discussed later on in the chapter). The researcher observed 
that love and passion drove the individuals to join the CHC, while commitment and 
responsibility drove members to remain in the CHC. A member of CHC A expressed 
it in this way: 
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"I like somebody who has passion for something. That person brings a lot of energy 
into something. That person brings a lot of drive into something. And because this is 
about community development, it requires an individual who is community-centred, 
who is rooted in the community, who is very observant and interested in terms of 
being part of the development of your surroundings. And it's closer to your heart. You 
do it without any remuneration, you do it without expectations, you know? When you 
look in the community in which people live, you wish to change that situation". 
These personal characteristics were common to these members and have 
contributed to the sustainability of the CMC. 
When stating the reasons for joining CMC A, one member said: 
"So I was very interested in what he (former chairperson of CMC A) was telling me 
(joining a clinic committee) because he knew that I'm very interested in community 
development and to serve within the community where I can". 
The operative word in this statement is "serve" and it was a word used by most of the 
participating members when they were explaining their reasons for joining a CMC. 
Some members expressed a concern and compassion towards their communities for 
the challenges they had witnessed them experiencing. One member disclosed: 
"So to me it was very interesting because I have seen in clinics and hospitals that I 
have been to the way people are treated, and often thought that there is a need for a 
community structure that works with the hospital to see to it that affairs within the 
clinic or the hospital go on in the proper manner, people are treated appropriately. I 
thought about it long before it was established by government, but when you don't 
have resources you can't set up something like that. But I've always wished that if 
there could be something like this, none of these things will happen. The 
unacceptable way people are treated, particularly at Hospital X, I've mentioned that 
people are not being treated fairly there. The nurses are so disrespectful. Many 
people there die, small children in maternity die, and as a result, people are afraid of 
Hospital X". 
Additionally, a committee member needs to be very observant and knowledgeable 
about the local community in terms of health status. Knowing about it means a better 
understanding of what is needed to improve the health situation in a certain area, 
and how much of that help is required. 
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For instance, a member from CMC B asserted: 
"From my work as a peer educator, I know the area in which TB defaulters are most 
commonly found so that I can find them and educate them about TB in that area. So I 
know the area where you find TB defaulters and also the area that has a high 
prevalence of HIV. There's also a new trend of sex workers in this community, and 
when I educate I know where they are usually found". 
This member agreed that being in the CMC has also helped to enhance knowledge 
about the local community. 
The member answered: 
"I know the different areas in the community. I know that in phase one you find 
coloured people. I know that in this phase we're in, phase two, the majority of the 
residents is the youth. I know that that area below is made up of informal settlements 
where mostly old people live and those that like to drink 'umtshove' (alcoholic drink). 
So I know my community, because when I'm here at the clinic, the nurse in charge 
tells me the problems of the community according to the areas. So I must know 
which areas those are and what's happening in them". 
CMC members understand that they need to be trustworthy and responsible in order 
to gain the respect of their community. In fact, they were chosen from their 
constituencies for being trustworthy and conducting themselves in a reputable 
manner within their communities. 
When asked about the criteria by which members were chosen or the characteristics 
that needed to be possessed by a CMC member, a member of CMC B said: 
"First of all I think you need to be responsible for yourself. If you are a health 
committee member you can't go around to places like taverns; then come back and 
educate your community, because a person will ask you how can you educate me 
when you also visit such places. And you must be trustworthy. If you're a clinic 
committee member, a person can approach you with a personal problem because 
he/she trusts that this person works at the clinic, is trained and will keep my 
information confidential...so you must constantly watch yourself and the things you 
do so that your community can trust you. When a parent has trouble with his/her 
unruly child, the parent can approach me and ask me to talk to the child. Another will 
ask me to speak to their HIV positive child and tell them that their status is not a 
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death sentence because the parent knows that I don't visit the (bad) places that their 
child visits. So I'll be able to have a good influence on the child and perhaps change 
him/her from going to those places". 
In addition to these characteristics, when asked how the CMC maintained 
sustainability in the face of many challenges, a member of CMC A replied: 
"Remember we said these people come from the respective constituencies within the 
community. And these are people who are leaders by their very nature and that 
makes them know that in whatever structure that they may find themselves in, there 
may be certain challenges that they will encounter". 
A few of the common characteristics usually associated with leaders include 
responsibility, accountability, empathy, rootedness, diligence, kindness, humility, 
patience, persistence and commitment. Some of these characteristics are found in 
the research participants and have played a role in their sustainability and motivation 
in their respective CHCs. 
4.3.6 Involvement of facility manager/representative 
The facility manager, or in some cases the nurse in charge, holds a crucial role in the 
functioning and sustainability of a CMC. The facility manager acts as a liaising agent 
between the health facility and the CMC, and ensures continued coherence between 
the two parties. The facility representative is also the channel through which 
information is communicated. Whatever endeavours the facility or CMC wishes to 
pursue, the involvement of the other is requested through the facility representative. 
Without this link consensus between the facility and CMC would prove much more 
difficult. 
The two CHCs had facility management that actively participated and supported the 
operations of the CHCs and the role CHCs play in the community and the facility. 
However, one health professional in facility management stated that there were not 
enough facility managers that supported the presence of CHCs, because of the 
ambiguity of the CHC's role in their facilities as well as their own role as facility 
managers. He believed that some needed training and education to create 
awareness and cultivate skills so that facility managers are in a better position to fulfil 
their role as liaison effectively. 
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4.3.7 Previous involvement in other community development initiatives 
Finally, the researcher observed that all interviewed participants had previous 
involvement in other community development projects and organisations including 
youth groups, soup kitchens, religious organisations, HIV/AIDS organisations, 
grandmother empowerment organisations, health promotion initiatives, household 
food security projects, peer educators, community health workers, traditional leaders 
and heads of circumcision schools. This meant that involvement in the CHCs was 
not merely a momentary or impulsive decision, rather it seemed to be a decision 
based on the conviction for health needs that need to be met in order to promote 
community PHC and general upliftment. 
In recognising the poor level of health in their respective communities, the 
participants conveyed a sincere concern. One of the major contributors for a poor 
level of health emphasised in the study was poverty. According to the participants 
poverty was the root from which health and other community problems sprung 
including unemployment, crime, alcohol and drug abuse, and chronic diseases as a 
result of poor lifestyles, TB, sexual promiscuity, STIs/STDs and HIV/AIDS. The 
participants felt a responsibility to their communities to help them change their level 
of health and be more responsible about it. Their passion to develop their 
communities led them to joining CHCs and other community development initiatives. 
Having been volunteers in previous projects has helped the members maintain 
realistic expectations in their involvement with the CHCs. They fully acknowledged 
being informed that joining a CHC was a completely voluntary action and no 
remuneration would be supplied. And they realised that health reform in their 
communities would not be a miraculous and instantaneous event, but would be a 
gradual process that needed them to have patience. 
Unfortunately, the voluntary nature of CHC membership has proved to be its failure, 
as some who previously joined were attracted by employment opportunities and 
resigned. Such occurrences decrease group morale, especially when members have 
been together for a long time, and new members must be invited to replace those 
that have left. 
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4.4 FACTORS THAT MOTIVATE CONTINUED MEMBERSHIP IN CHCs 
4.4.1 Commitment to the community 
Most of the participants grew up in the communities they currently volunteer for. 
Consequently most have developed a sense of ownership and responsibility to their 
communities and have a yearning to see them thrive in all respects. Love and 
dedication were the words used by members in relating their reasons for continued 
membership, stating "we love what we do". Love for their communities produced a 
passion and drive for representing them in the CMC, and that has helped members 
remain in the CHCs. 
A health professional in CHC A confirmed: 
"Now, these things that have caused some members to lose interest you'll find that 
they don't have an effect on others. Others still remain focused saying that the 
purpose of me joining this organisation or committee was to meet a particular 
objective and that has not happened yet. As long as there is a need for me to serve, I 
will remain in the committee. That's the type of a clinic committee member that is 
ready to remain in the committee, driven by a personal...kind of eh...there's an in-
built mechanism that keeps this person going. It's not because of our wisdom as the 
Department of Health that we've been able to convince these guys to stay on but 
these guys are driven by the passion they have for their communities. That I would 
cite as the main reason why they are still on board. It's because they feel that they 
represent their people, and irrespective of the challenges they encounter, they still 
see the need of remaining in the committees, hoping, of course that things will 
improve as times goes on... We are not giving these people anything, we are not 
giving them a stipend, they are not getting feedback from us when they submit 
reports. What can you then cite as the possible reason why they still remain, because 
they are not getting anything in return from the Department". 
CHC members realised that a great deal of work still needed to be done regarding 
the improvement of primary health in their communities, the service delivery of PHC 
in health facilities and the advocating for the communities to government in order to 
effect improvement in health. It became evident that government was not doing their 
utmost to assist CHCs and communities in the advancement of PHC. The 
participants in their entirety expressed a lack of involvement on all government levels 
beginning at the sub-district level, district level, municipal level, provincial level and 
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ultimately the national level. They maintain that no assistance in any form (monetary 
or otherwise) has ever been received from government. 
Regardless of such a setback, CHC members were committed to do what they could 
to help their communities with limited resources, and continue to advocate for the 
improvement of their health and health services. Motivation to remain in the CHCs 
also came from the desire to see change occur. CHCs in partnership with health 
facilities seemed to be doing their best to educate their communities about health 
and their health rights, but the rate of change was minimal, owing to unchanged 
community circumstances (poverty, unemployment and ignorance). Until change 
occurred, CHC members were committed to continuing in efforts to achieve CHC 
objectives. 
4.4.2 Trust 
Lastly, good interpersonal relations with CHC members were also a motivation for 
continued membership. Members shared experiences and had traits in common that 
held them together. The positive relationships formed were such that the group 
would try to build motivation in demotivated members, repeatedly reached out to 
seemingly defaulting members, and provided reports to members that were absent in 
meetings. Some members lived far from the health facility which was the meeting 
venue, but the members would provide taxi fare for those members that had none. 
Working with pleasant and caring individuals who share the same passions fostered 
a desire for continued membership. 
4.4.3 Unity in Adversity 
Both CHCs that participated in the research communicated the many challenges 
they faced, some of which have already been mentioned. The most pronounced is 
the lack of involvement of the government. This critical problem appears to be at the 
core while other challenges seem to be ripple effects that are generated from this 
primary challenge. Admirably, these CHCs have managed to continue functioning 
and maintain a certain level of activity without losing much of their membership. 
These participants have not simply given up because of government's 
disengagement, but they have stuck together and made an effort to assist the 
committee even with the limited resources available. 
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With the absence of a stipend and/or designated transportation, CHCs have had to 
use their own funds to transport themselves to CMC Forum meetings and community 
meetings. One member underscored the inconvenience of having to use public 
transportation, moving from one taxi to the next, as this member usually attended 
meetings with another CMC member who was disabled. For CMC B, the nurses 
would sometimes assist them by transporting them with their own cars, and they 
were very appreciative of this supportive gesture. Usually these meetings 
commenced in the mornings and took some time to finish as there were many issues 
to discuss, and often afterwards, no refreshments would be provided for them. 
It seems that some members have made peace with the lack of support from 
government, and have decided to continue to do their voluntary work because of 
commitment to and passion for their communities. 
4.5 THREATS TO SUSTAINABILITY 
Factors supporting the sustainability of CHCs have been identified, but it would be 
useful to consider factors that pose a threat to sustainability, and limit its potential 
and capabilities. Even more importantly, it needs to be considered how to eliminate 
those threats. Haricharan (2010) says that even though the importance of community 
participation is irrefutable; reports indicate that health committees in South Africa are 
still lacking (Boulle et al 2008 and Padarath and Friedman 2008). Loewenson also 
reiterates, with other scholars, that health committees possess the capability to 
impact positively on health and health care services and on the right to health 
(Loewenson et al 2004). 
Below are factors that were identified in the research as active and potential threats 
to sustainability. 
4.5.1 Diversity 
CHCs are made up of representatives from different constituencies that exist within 
the community. These representatives have a rich knowledge base regarding 
goings-on in their sectors and opinions held regarding PHC. Although diversity is an 
encouraged factor that produces multiple perspectives to choose from, it also has a 
potential to be an unhealthy source of conflict. The result is a collection of different 
opinions with each representative advocating for their own, causing difficulty to reach 
a consensus. CHCs that encounter recurring problems of conflict in opinions and are 
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unable to resolve them are dysfunctional and are more likely to experience 
drop-outs. Fortunately, no such problem was found in the CHCs that participated in 
this research. 
4.5.2 Formal Introduction of CHCs 
During the study, the researcher found that both of the participating CHCs expressed 
a frustration and deep concern about being unknown to their communities in the 
roles they occupied. The CHCs felt they needed to be formally introduced to their 
communities as CHC members and have their roles clearly explained on an official 
platform. There were often discrepancies regarding the role of CHCs; they were 
often mistaken for community health workers or clinic volunteers and this 
discrepancy needed urgent rectification. They also pointed out a need for their 
photographs to be displayed in their respective clinics and name tags in order to be 
easily identified by members of the community even in the street and to enable them 
to express their concerns and not have to wait to express them in the clinic. 
Being recognised by the community seemed to be important for individual and group 
morale. Being acknowledged meant that the community would be able to understand 
the important role played by the CHCs and appreciate their existence. 
After being asked about the effectiveness of the communication between CHC A and 
its community, a member of CHC A replied: 
"I'm sad to report to you that we have not been as effective as we would have liked 
for a number of reasons. One, we have not been able to introduce our clinic 
committees to the community in a proper way so that on a continuous basis the 
mandate of the committee gets renewed by the community, reason being that one, 
we failed to convince the office of the councillor to assist us with that process. 
Several letters have been written to the councillor or his office to request his 
assistance with the introduction of the clinic committee to the community, because 
remember, the councillor is the custodian of the community and therefore we cannot 
go to the community without the knowledge or blessing of the councillor. And 
unfortunately, the office of the councillor has not, has actually failed us in that 
regard". 
4.5.3 Remuneration/Stipend 
The policy for CHCs outlines the voluntary nature of being a CHC member. It is 
clearly explained that no remuneration can be expected for being a CHC member 
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and all participating CHC members fully agreed to these terms. A member of CHC A 
stated: 
"It was explained that the people that were needed were those who would join 
voluntarily without any expectation of acquiring any kind of gain. The only gain that 
they would derive out of this is better services that will be provided to communities. 
That's about the only gain. In terms of personal gain pertaining to money, it was 
clearly explained to the people. And it was emphasised that we need to tell people 
that if you're looking for money, please you don't belong in a clinic committee". 
In a focus group in CHC B after being asked about their reasons for continued 
membership when there was not even any kind of remuneration, one member 
expressed it in the following manner: 
"What keeps us in this committee is that we joined without the expectation of getting 
anything. We joined into something that we love. We do it because we love it and we 
do it united. There's no conflict, there's no one holding their opinion above others. 
That's why we love it because we're doing it for our people, and our nation. We do it 
with diligence and whenever we are needed we hurry and get here to do whatever is 
asked of us, because we take ownership of this committee with no expectations. We 
were not promised anything". 
In agreement another member stated: 
"We were told there would be no remuneration in the very beginning. And this was 
told to people who were already used to voluntary work, we were not idle when we 
were called to join. We were involved in voluntary work and we were getting nothing 
for it. For instance, I've always been a peer educator, I didn't join the committee from 
doing nothing, but even in peer education I wasn't paid anything...We knew we were 
not getting paid". 
But it appears that this term is one of the major reasons why some CHCs continually 
experience member drop-outs because the reality is that as much as the members 
love their communities and are committed to them, most time personal needs 
outweigh community needs and almost always take first priority and employment 
fulfils those needs. An interviewee of CHC A stated: 
"If you look at the people who are still in the committee, most of them are not the 
same people who were here at the commencement of CHCs in 2010. We've lost 
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some along the way due to a number of reasons. Among them we can mention that 
some of these guys found employment and started working because the majority of 
them were unemployed. Some lost interest and dropped out. Others left the 
(residential) area". 
It is also understandable that remuneration would attract insincere members who are 
more concerned about money and less concerned about the actual health needs of 
the community. But perhaps if government would consider allocating a formal or 
fixed stipend to CHCs, members would be less likely to leave their membership for 
permanent employment. Alternatively, government could consider re-imbursement to 
CHCs for telephone calls, air time, transportation costs and other administrative 
costs. 
The drop-outs occur because members are unable to balance their employment 
responsibilities with their membership responsibilities and the latter is more likely to 
suffer as there is no payment received. The CHCs interviewed have both 
experienced drop-outs owing to employment opportunities and drop-outs caused 
setbacks as the remaining CHC members have to find replacements to keep the 
numbers consistent. At the same time, the ability of CHC members to replace 
drop-outs shows flexibility and adaptation in that members do not get stuck when 
they encounter drop-outs, but they always make it a point to get new members and 
keep on progressing. 
4.5.4 Government Disengagement 
Haricharan (2010) reported that one of the reasons for the slow progress in initiating 
a primary health care approach through community health committees could also be 
attributed to the passive involvement of the authorities or the lack thereof and an 
inadequate socio-economic context that does not facilitate a healthy environment for 
the growth and sustainability of functioning community health committees. 
When asked whether government was involved in the work of CHCs or in making the 
necessary resources available to them to function effectively. The answer was a 
resounding "No!" from all the participants. It was disconcerting to discover that the 
role played by government in the success and sustainability of CHCs was 
considered minimal to non-existent, more so because the establishment of health 
committees is a government initiative. The lack of involvement and assistance 
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(monetary or otherwise) included all levels of government namely sub-district, 
district, municipal, provincial and national levels. 
The lack of governmental assistance and involvement is a serious barrier to CMC 
sustainability. The role of the CHCs is to be a liaison between government and the 
community, and when there is congestion in one part of this system, the other 
suffers. The participants stated that they fulfil their roles of informing the sub-district 
about the goings-on in their CHCs and facilities, and pass on concerns of the 
community, but they never receive any form of feedback. 
At one point, the district manager requested a report outlining achievements and 
failures from CMC A after it had not submitted any for quite some time. After that 
reported was submitted, no feedback was received and consequently, the CMC had 
nothing to report to their community. It then became a problem to continually write 
reports to a district manager that would not provide feedback. Another member of 
CMC B stated that whenever they submitted reports to the sub-district manager, they 
would have to keep calling for a follow up and the sub-district would always promise 
to get back to them. At other times, when they would call for feedback, they would be 
constantly transferred from one office telephone to the next until airtime ran out or 
the caller became tired of being put on hold. Additionally, the result is a break in 
communication and the CHCs being held accountable by the community for 
responsibilities that should be accounted for by the sub-district. 
One instance mentioned by a member of CHC B was a case of garbage dumping 
that was taking place in an area of the community that was a health hazard, 
especially for children. When the municipality was notified and asked to remove the 
garbage, nothing was done. The member had to make her own effort and ask for 
help from others to remove the garbage and organise a truck to dump it at the 
appropriate place. Although such setbacks demotivate and discourage the CHCs, 
they still make an effort to explain to the community the reasons why their concerns 
have not yet been addressed, but the community quickly forgets and sometimes 
even threatens to start a strike against the clinic (for CHC B). 
However, while CHC B highlighted the involvement of their ward councillor (who was 
once a volunteer lay councillor in their clinic) who let them use the telephone to 
arrange meetings, the computer to write reports and sometimes even provides taxi 
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fare for some members to get to CMC meetings, CMC A's experience with their ward 
councillor was quite different. CMC A mentioned an instance where their ward 
councillor once bypassed a situation of a burst water pipe a few houses away from 
his own when the water damage was clearly visible in the street and was causing a 
health hazard and ignored it. 
4.5.5 Absence of Regular Training 
The participants expressed the need for regular training in order to be more effective 
in their role as CHC members. A member of CHC A felt strongly about the need for 
training for facility managers as they were key role players and liaising agents 
between CHCs and health facilities, and also training for CHC members. He said: 
"Again, clinic committee members themselves need to go out to the community to 
play the advocacy part of their responsibilities, and we don't think that some of them 
are empowered enough to be able to play that role effectively. So I think we've still 
got a lot to do in terms of giving clinic committee members as much information as 
possible, as much training as possible so that they can be able to play their part in 
this partnership (with the community)...try and train or motivate for the training of 
facility managers because we often find that some facility managers never received 
training. If they did, maybe some were not present for the duration of the training, so 
there is some degree of a lack of understanding of the role of clinic committees in 
some facility managers. And the facility manager is a very important stakeholder 
because he or she needs to sort of act as a link between community representatives 
and facility staff. And if that person does not understand his own role properly, then 
there can be problems. So once you empower facility managers, they can be able to 
effectively play their role within the committee". 
In a focus group discussion, a member from CHC B mentioned that the last training 
sessions they received were those provided during the introductory phase of the 
commencement of health committees, when they were taught about the role of clinic 
committees and how they should function, but they were not taught any particular 
skill. They wished to possess skills that would be helpful even outside the clinic 
committee. The member highlighted the need for additional training to equip them 
with skills such as first aid in an instance where a person needs urgent medical 
attention and the clinic is too far, community care worker skills for patients who are 
unable to take care of themselves and perhaps need to be washed or helped with 
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taking medication, or counselling skills for instances where community members 
confide in the CHC members and need to be counselled. 
4.5.6 Inconsistency of Meetings and Outreach Activities 
CHCs are required (by policy) to hold regular meetings on a fortnightly basis or a 
monthly basis for updates and reports. It appeared that the participating CHCs had 
difficulty holding regular meetings, and when a meeting was held, there would be 
absentees. Consequently, some decisions that would be ideally made as a whole 
committee are left to the attendees to make on behalf of those that are absent. The 
main reason for absenteeism was commitment to employment. Employed CHC 
members could not afford to leave their places of employment to attend meetings, 
and understandably so as they would risk their own livelihood in attending these 
meetings when they were supposed to be at work. At the times the researcher 
observed the committee meetings, there was never a time when all CHC members 
were present. 
Some would make apologies and ask for feedback of meetings, and others would 
not, but regardless of this, absenteeism from the meetings was a factor as there 
would be uncertainty of those that would attend the following meeting. Irregular 
meetings also meant that time was lost to thoroughly plan and implement community 
uplifting activities that the CHCs desired to conduct. CHC A wished to collect 
second-hand clothing to redistribute to the poor and homeless. They also wished to 
generate their own funding through fundraising activities, but such wishes are yet to 
be realised because of time constraints, the absence of members at meetings, 
limited resources and personal commitments. 
Although CHCs made an effort to hold meetings at least once a month and write 
reports which were sent to the sub-district manager, generally meetings remained 
inconsistent as it was difficult for members to avail themselves at a time suitable for 
everyone. For one committee, meeting reports also appeared to inconsistently sent 
to the sub-district, but for the other, reports were regularly forwarded to the 
sub-district manager to no avail; as they received no feedback and minimal 
assistance in meeting CHC objectives. 
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4.6 SUSTAINABILITY STRATEGIES FOR THE FUTURE 
Generally, it did not seem as though the CHCs as a group had specific sustainability 
strategies in place, but as individuals they expressed their wishes and aspirations for 
the future of their CHCs. An interviewee suggested the retraining of 'old' CHC 
members and the training of 'new' members. Facility managers as important 
stakeholders were specifically referred to in this respect as the interviewee felt that 
most were ignorant and "lacked understanding" pertaining to the role of CHCs in 
their facilities and therefore needed to be empowered and trained. He emphasised 
the need for increased involvement of councillors, sub-district and district managers, 
as they had previously "failed" them in that regard and "without them CHCs can 
never hope to go far". 
Others added that district management needed to care more, show more interest 
and be more visible to CHCs. Some felt that councillors were not aware or were 
showing neglect of their ex officio roles in CHCs and needed to be reminded that 
they are the CHCs' link to higher levels of government. 
All participants felt that some of the reasons for not being able to perform their CHC 
duties adequately were the result of neglect from the councillors and sub-district 
management that did not even acknowledge receipt of meeting reports, let alone 
provide feedback. They would only appear in public meetings or send 
representatives in CHC forum meetings. Subsequently, progress was hindered and 
the CHCs could not provide their communities with factual answers to their questions 
as a result of a breakdown in communication. Most participants expressed their 
discontent because they were the ones to whom the communities would complain 
when matters relating to health were not reaching the expected goals. 
Another interviewee mentioned the desire to start fundraising initiatives for the 
sustainability of the CHC and for starting small community projects. Money was an 
important resource for transportation purposes as well. It would be beneficial for the 
CHC to finance its own transportation when having to attend forum meetings, public 
debates and CHC meetings, and not to have to depend on the sub-district 
management. In addition, the CHC would like to initiate a project of collecting old 
clothing in good condition and distributing in among the poor and possibly acquire 
assistance from private companies. 
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For one specific CMC, the participant mentioned the encouragement they received 
from their councillor and that his involvement would keep them sustainable to some 
extent. Furthermore, the achievement of CMC objectives would boost the members' 
morale and help them remain together. The CMC was still making efforts to assist 
their facility in acquiring a doctor and dentist that would visit the facility at least a few 
days a week. They were also trying to attain more nurses and a pharmacist to work 
at the facility as there was a staff shortage, and lastly, sufficient medicine to cater for 
the sick. Such achievements would also raise the community's confidence and trust 
in them. 
4.7 CONCLUSION 
CHCs operate at a grassroots level with communities that are devastated by poverty 
and health issues. These CHCs are the government's way of acquiring the health 
needs of communities and refining the health system in a manner that will satisfy 
those needs. CHCs members were selected from constituencies within their 
communities and chosen to be representatives of the community and play an 
advocacy role for the communities to government. Commitment, passion and 
responsibility are personal characteristics displayed by CHC members that led them 
to join and remain in CHCs. 
Previously, the role of CHCs was not clear to the health facilities in which they 
worked and as a result they did not have a place in the health facilities. Health facility 
management has a played a critical role in clarifying the role of CHCs and being a 
liaising agent between the health facility and the CHCs. The facility staff has had a 
role in also clarifying the role of CHCs to the communities. These supporting roles 
have been a few of the reasons why CHCs have remained sustainable. 
CHCs have encountered barriers to sustainability which included difficulty in holding 
regular meetings, the absence of regular training, limited or a lack of resources and 
membership drop-outs. The major stressor appeared to be the disengagement of 
government to the running of CHCs and non-responses to the concerns expressed 
by communities through the CHCs. Regardless, CHCs have persevered and 
remained committed to meeting their objectives and achieving their goals. 
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CHAPTER 5: RECOMMENDATIONS AND CONCLUSION 
5.1 INTRODUCTION 
As shown in the previous chapter, the studied CHCs illustrated continued 
sustainability in the face of many challenges. Since their training in 2010, they have 
made the efforts to play their role to ensure the delivery of quality primary health care 
services to their communities and "advocate and mobilize communities to take 
responsibility of their health care" (Eastern Cape Department of Health, 2009). The 
CHCs displayed passion, commitment and concern for the communities in which they 
volunteered and worked alongside volunteers from other constituencies as well as health 
care professionals, who provided them with the necessary support and motivation to 
remain sustainable. 
Unfortunately, there were threats to sustainability that were identified. The CHCs 
functioned on very limited resources, many with no source of permanent income or 
stipend, and depended on the generosity of fellow members and health facility staff. 
What seemed to be the biggest concern was the lack of availability of the 
Department of Health in responding and providing feedback to reports forwarded to 
the sub-district by the CHCs. This caused a blockage in the flow of communication 
and consequently, the CHCs had to deal with communities that were not satisfied 
with service delivery in their health facilities. 
Below are recommendations that the researcher identified as fundamental to the 
improvement of the functioning of CHCs and their sustainability. 
5.2 RECOMMENDATIONS 
5.2.1 Recommendation 1 
The sub-district and ward councilor must assist the CHCs by formally introducing 
them to their communities and clearly explaining their roles and responsibilities 
within their communities to erase any discrepancies and confusion. In addition to 
this, the sub-district must assist the CHCs to organize forms of identification to be 
used by CHC members in their communities and health facilities. Identification, as 
specified by the members, includes facial photographs that will be hung in the health 
facility in order to be clearly identified by members of the community, as well as 
name tags so that they are known by name by their communities. 
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5.2.2 Recommendation 2 
The sub-district manager and ward councillor must be visible to the CHCs and must 
provide adequate feedback to reports submitted by the CHCs in a timely manner. 
Should they not be available, a representative must be sent to attend meetings and 
/or do routine checks on the CHCs and how they are functioning on their behalf. 
Availability is very important. The sub-district manager must answer calls from CHCs 
and provide the information required in a professional manner. Should the district 
manager be unavailable on the telephone, a message must be kept for her so that 
she can return the calls made to her to show courteousness and concern for CHCs 
that have made the effort to communicate. 
5.2.3 Recommendation 3 
There are many problems regarding service delivery that occur in health facilities 
that are often reported to the CHCs. Those reports and concerns are forwarded by 
the CHCs to the sub-district which is also supposed to forward it along the chain of 
command until it has reached the MEG, but these problems are yet to be addressed. 
Pertaining to health facilities, the Department of Health must act on the issues of: 
(a) Staff shortage - It was found that there was not enough staff in the clinics 
that the health committees assist and this factor contributes to poor service. 
At times there would only be a handful of nurses available to deal with crowds 
of patients who visit the clinic and have to wait the whole day. The most 
prevalent concern was the absence of doctors and dispensary staff. The few 
nurses that are available have to allocate themselves to the patients and 
dispensary, reducing the number of nurses on the floor to attend to patients 
and they have to perform the task of dispensing medication which they are not 
being compensated for. The clinics are desperate for pharmacists at the 
dispensaries. The New Brighton health committee suggested that the health 
department assigns learnerships to help with staff shortages. 
(b) Medication shortages - Medication is not sufficient for all as a result of the 
failure of distribution to township clinics. Some patients have to leave the 
clinics without getting the medication they came for. Shortages are also a 
result of break-ins and theft that are a constant plague at most clinics. 
(c) Lethargic nurses - Health committees have noticed a trend of nurses taking 
long tea breaks and lunches when there are long queues of patients waiting to 
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be attended to. This causes a delay in the daily routine and sometimes leads 
to patients returning home without having received attention. Service is very 
poor as a result of this. These nurses receive full reimbursement for their 
duties and are therefore required to fully commit themselves to their jobs in 
the same manner. 
(d) Small clinics and overcrowding - Space in the clinics is very limited. In some 
clinics, patients are exposed to health risks by other patients with more 
serious illnesses who sit in the same waiting areas when they should have 
their own restricted rooms. At Clinic X, the TB Department has no space in 
the facility and is forced to operate in a container that is not functional during 
certain weather conditions. The space factor at Clinic Y forces patients to 
stand and wait outside exposed to all kinds of weather conditions while they 
are   ill.   Health   committees   have  tried   to   suggest  time  
allocations  or 
appointments according to the needs of the patients where urgent cases are 
attended to in the mornings and the less urgent cases are received in the 
afternoons to diminish congestion. The sub-district manager commented that 
in extreme instances of limited space and overcrowding, consultation is done 
in the toilets and passages of the clinic. 
(e) Hygiene and cleanliness - Small spaces and overcrowding are bound to lead 
to unhygienic environments that are not conducive to health. There are 
increased  chances  of contracting  contagious  diseases  in  a  dirty  
and 
overcrowded space. One CHC expressed a serious concern about a dumping 
site that was near their clinic and was affecting the patients, and another CHC 
also mentioned a dirty clinic yard that was not favourable to the health of the 
patients. 
(f) Crime - Health committees reported that facilities are often afflicted by 
criminal activity which includes burglaries, vandalism and theft. At Clinic N 
thieves were often caught by volunteering security officers carrying weapons, 
and as a result they expressed a need for a metal detector and an active 
security alarm system. Others said that previously theft would be initiated by 
people from other communities. Even though a CHC at Clinic O reported 
break-ins and theft and police patrol the area at night, there is still need for 
tighter security. 
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5.2.4 Recommendation 4 
Stipend/funding are a factor that needs serious consideration. It is apparent that 
CMC members are more attracted by employment opportunities that will provide for 
their personal needs and drop out as they are unable to devote time to their CMC 
duties. Perhaps the Department of Health could change the voluntary nature of 
CHCs and provide a stipend that would be sufficient to keep membership and reduce 
drop-out rates. Funding will also take care of administrative costs (email, fax, printing 
and air time to call) and money for transport purposes. It is also an alternative that 
transportation to the clinic can be provided, especially for old and disabled members 
for cases when CHCs have to attend meetings at their health facility or for 
sub-district forum meetings 
5.2.5 Recommendation 5 
CHCs must begin to be creative and innovative and brainstorm ideas for fundraising. 
Fundraising was expressed as a need, but it did not appear to change into an action. 
CHCs need to learn to financially sustain themselves and not to be wholly dependent 
on government to finance every endeavour. 
5.2.6 Recommendation 6 
The CHCs need to be equipped with more skills, capacity building exercises and 
retrained on a regular basis in order for them to be more beneficial to their 
communities and health facilities. The Department of Health is responsible for 
making sure that CHCs are prepared through training so that they do not forget their 
roles or are unable to be of assistance because of the absence of skills. 
5.2.7 Recommendation 7 
The communities observed are ravished by poverty. Consequently, nutrition is a part 
of their health that is seriously lacking, especially for women and children. Health 
committees strive for community outreach initiatives that include, among others, 
starting a food garden, a goal shared by most of these health committees, or a soup 
kitchen. Most CHCs struggle to create food gardens because of a limitation of space, 
spaces overgrown with weeds that would need professional excavation before they 
can begin with a food garden, unavailability of seed, seed donations which are not 
made or the unavailability of gardners. While CHC A formed part of the majority that 
had no food garden, CHC B had a beautiful food garden managed by community 
women (one of which was in the CHC) that helped feed some of the community. The 
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majority still requires help from the Department of Health to ask food-selling stores 
and wholesalers to donate food to feed the poor and improve their nutrition. 
5.2.8 Recommendation 8 
The local government councillor needs to be more involved with the CHCs and 
needs to be more visible. The CHCs felt that the government was impassive to the 
CHCs' efforts to improve the health system and promote primary health care. 
Reports were sent to the councillor but no feedback has been received. As stated in 
the Eastern Cape Department of Health: Policy on the Establishment and 
Functioning of Clinic and Community Health Centre Committees (2009), some of the 
roles of the health councilor include: 
• Submitting a full report on the status of established committees to the MEC. 
• Accepting   quarterly   reports   from   clinic  and   community   health   
centre 
committees for submission to the MEC (and providing feedback). 
• Recommending to the MEC the replacement of members of the committees 
within 90 days of a vacancy occurring. 
• Developing quarterly reports on the performance of committees for discussion 
of the District Health Council and submission to the MEC for Health. 
• Continuously monitor if committees are properly equipped to carry out their 
mandate. 
According to the CHCs, these roles have not been fulfilled and this has led to 
feelings of distrust and skepticism regarding the involvement of the health councillor. 
CHC A admitted to being inconsistent in sending reports to the councillor because 
they never received any acknowledgement or feedback from him. In order for CHCs 
to be effective, they must have the full support of the councillor as the custodian of 
the community who should show more interest in the health and development of the 
community, and fulfill the roles outlined in the policy. 
5.2.9 Recommendation 9 
The district and sub-district must make it a point to hold routine meetings as 
stipulated in the CHC policy. During the research, two sub-district forum meetings 
were held. The first meeting was held in April 30, 2013 and the second meeting was 
held in June 25, 2013. The sub-district manager was present at the first meeting and 
sent a representative to the second meeting. These forum meetings provided a 
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platform for CHCs to express their concerns, report activities they are engaged in 
and share advice about how to be more effective advocates for their respective 
communities. 
These meetings ensure the CHCs of the interest that the sub-district manager takes 
in their functioning and in the well-being of their communities. However, the CHCs 
that attended the two sub-district forum meetings were unsatisfied with their 
sub-district manager. The issues discussed in these forum meetings were mostly 
grievances about the state of their health facilities that had received no attention 
from the sub-district or district management. To adequately assist CHCs in their 
functioning, the sub-district and district must respond to these grievances and 
regularly communicate with CHCs to build trust and confidence, and prove the 
reliability and accountability that is currently questionable. 
5.2.10 Recommendation 10 
The health promotion teams in health facilities need to work together with the CHCs 
to promote primary health care and educate the communities about issues that affect 
their health. A member of CHC A reported that the health promotion office in their 
health facility had been playing a significant role inside and out of the health facility 
by educating people about healthy lifestyles, breast feeding, immunization of children 
and the dangers of tobacco. These are all aspects of primary health care. The 
partnership of CHCs and health promotion has the potential to be even more 
effective and far-reaching than it currently is. 
5.2.11 Recommendation 11 
The members that make up CHCs come from different constituencies within their 
communities. CHC members could mobilize the constituencies they come from and 
others that contribute to community development, to promote primary health care 
and health facility programs in the communities. This kind of networking facilitates 
solidity among community constituencies together with the CHCs and health 
facilities, and assists with eliminating ignorance and creating awareness about health 
in communities. Unity and mobilization at grassroots level can also create an impact 
on the government to take note of the seriousness of health matters and improve 
service delivery to communities. 
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5.3 CONCLUSION 
PHC was a term created after a successful implementation of basic health care 
programs in poor rural communities during the 1960s and 1970s in China, Tanzania, 
Sudan, Papua New Guinea and Venezuela (Hall and Taylor, 2003). It went on to be 
adopted in the Alma Ata Declaration which was the first official document in which 
the member states joined the 'health for all by the year 2000' initiative proposed by 
the World Health Organisation (WHO) during 6 - 1 2  September 1978. The WHO 
member states accepted PHC and adopted it in their health policies (Rifkin, 1996:79, 
David, Zakus and Lysack, 1998:1). 
South Africa adopted PHC after its transition to democracy in 1994 where the newly 
elected African National Congress (ANC) published a post-apartheid health plan 
which had the central task of addressing the disempowerment, discrimination and 
underdevelopment that over centuries had debilitated the health system (Coovadia 
et. al., 2009). The new government made PHC the cornerstone of the health policy 
through a district health system, emphasised community participation and envisaged 
a health system based on community health centres (Coovadia et. al., 2009 and 
Mclntyre and Gilson, 2002). 
PHC is further emphasised in the policies enacted by the South African government 
which include the Reconstruction and Development Programme, The White Paper 
on Transformation of the Health System of South Africa, National Health Act (61 of 
2003), Eastern Cape Provincial Health Act (10 of 1999), Municipal Structures Act 
117 of 1998 and Municipal Systems Act (32 of 2000). 
Community participation is integral in the South African context. Jayal (2001) as cited 
in Williams (2006:197) writes "Community participation, that is, the direct 
involvement/engagement of ordinary people in the affairs of planning, governance 
and overall development programmes at local or grassroots level, has become an 
integral part of democratic practice in recent years. In the case of post-apartheid 
South Africa, community participation has literally become synonymous with 
legitimate governance". Haricharan (2010) states that even though the importance of 
community participation is irrefutable; reports indicate that health committees in 
South Africa are still lacking (Boulle et al., 2008 and Padarath and Friedman 2008). 
He also reiterates together with other scholars, that health committees possess the 
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capability to impact positively on health and health care services and on the right to 
health (Loewenson et. al. 2004). 
The policy for the establishment of CHCs was published in 2009 and CHCs in the 
NMB Health District sub-district A have been established and functioning since 2010. 
They have strived to remain sustainable in spite of numerous challenges which 
include the disengagement of government. Factors that sustained these CHCs 
included passion, drive and rootedness in their communities and factors that 
motivated continued membership included commitment, good working relations with 
health facility management and staff, and good interpersonal relations with CHC 
members. 
The CHCs' ability to remain sustainable has been admirable and the commitment 
they have to improving the health of local people through primary health care is 
commendable. These CHCs need adequate support from their communities and 
government at all levels in order to continue being sustainable, effect health change 
and fulfil their advocacy role. 
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APPENDICES 
Appendix 1: Information sheet for research participants 
Information about Your Participation in the Health Committee Research 
Thank you for your willingness to hear about this research. What follows is an 
explanation of the research project and an outline of your potential involvement. 
This research project is being conducted by Yolisa Shugu from Nelson Mandela 
Metropolitan University, under the supervision of Therese Boulle from the University 
of Cape Town. It is part of a bigger research project with the University of Cape 
Town. We are interested to work with health committee members and related 
role-players so as to strengthen the health committees in the Nelson Mandela Bay 
Health District. The project is anticipated to continue for two years. We are 
working in close collaboration with the management of the Nelson Mandela Bay 
Health District. We hope to be able to contribute to the national strategy of 
re-engineering primary health care, in which community participation is a core 
principal. 
We have divided the research process broadly into three phases: 
• The Inception Phase during which time the researchers aim to develop an 
understanding of the current functioning and status of the health committees. 
This will include interviews, the completion of a short questionnaire or focus 
group discussions with health committee members. 
• The Implementation Phase.   The bulk of the project will be 
implementing 
processes to strengthen the health committee functioning. The results of the 
inception phase will inform the content of the implementation phase. In 
addition it is hoped that some innovative ideas can be implemented.    
This may include the use of cell-phone technology to plot and measure the 
health committees' progress and health outcomes. This process will be 
required to be documented. 
• The Review Phase will serve to assess the project and to understand its 
progress.  It will identify key learnings as well as some of the successes and 
residual challenges. Once again focus group discussions and interviews will 
be conducted. 
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The outcomes of this project aim to help to support the effective functioning of health 
committees in the future. The documented implementation process will also provide 
ideas and suggestions for their effective and valuable functioning to health 
committees both provincially and nationally. 
We would value your participation as a health committee member, or related 
stakeholder. During the Inception and Review Phases, this may be in the form of a 
focus group discussion or an interview. It may also require your active participation 
as a health committee member during the Implementation Phase, be it in a training 
programme, sharing of ideas and/or determining innovative ways of functioning 
amongst others. 
Your participation however is entirely voluntary i.e. you do not have to participate. If 
you choose to participate, you may stop at any time. You may also choose not to 
answer particular questions that you are asked in the study. If there is anything that 
you would prefer not to discuss, please feel free to say so. You can also choose to 
say something off the record. You will not receive any remuneration for participating. 
If you participate in a focus group discussion, all members of the group agree that 
the content of the group is confidential i.e. your information will not be shared with 
anyone outside of the group. However we need to advise you that confidentiality 
cannot be guaranteed if one of the members chooses to share information with 
others outside of the group. 
We would like to record the interviews and focus group discussions. We would also 
like to record some of the proceedings during the implementation phase. This will 
provide an accurate record of events and what you say. The content of the 
interviews and focus group discussions will not be shared with anyone and will 
remain confidential. Your interview will be anonymised. This means that your name 
will not be recorded, and nothing you say will be traced back to you. When we write 
up the results of the discussion, your name will be replaced with a pseudonym. A 
pseudonym is a name made up by the researcher which is given to a participant 
instead of their own name. Examples are often used such as Mrs A or Mr B. This 
allows for the anonymity of the participant. So whilst the content does not change, 
the name of the participant does. 
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Your signed consent to participate in this research study is required before I proceed 
to conduct the focus group discussion or interview. I have included a consent form 
with this information sheet so that you will be able to review the consent form and 
then you may decide whether you would like to participate in this study or not. 
This project has been approved by NMMU's Research Ethics Committee. If you 
have further questions about your rights as a research participant, please contact the 
Ethics Committee: P ro f  C  C i l l i e rs  a t  041  504  3140  o r  
Charmaine.Cilliers@nmmu.ac.za. 
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Appendix 2: Consent form 
Sustaining Health Committees in Nelson Mandela Bay Health District. 
1. The researcher has explained to me that the purpose of the research is to gather 
information about the functioning of the health committees, discussing their 
successes   and   challenges   and   exploring   ways   in   which   they   
may   be 
strengthened. 
2. I understand that I will be asked some questions about the functioning of the 
health committees and this will draw on my experience and knowledge. 
3. I understand the overall aims and possible benefits of the research. 
4. I understand that everything that is said in the focus group is confidential and that 
I may not share it with others outside of the group. 
5. The researcher has explained that the information I give will be confidential and 
that my anonymity will be preserved.  The researcher also explained 
that 
confidentiality might not be preserved if other participants break the confidentiality 
of the group outside of the research setting. 
6. I understand that participation in this research is entirely voluntary ie that I do not 
have to participate.  I may refuse to participate or withdraw from the study at any 
point.  I further understand that I may refuse to answer questions without having 
to provide reasons. 
7. I understand how the information I give in this group discussion will be used and 
how I will be able to learn about the findings of the research project ie that I will 
also receive a copy of the final research report at my request. 
8. The researcher has explained the purpose of the recording this group discussion 
ie to ensure accuracy, and also what will happen to the recording.  I agree to the 
recording under these conditions. 
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9. I have received an Information Sheet with contact details of the researcher in 
case I would like more information about the project. I have had the opportunity to 
ask questions about the project and any questions I have asked, have been 
answered to my satisfaction. 
I consent voluntarily to participate in this project. My signature says that I am 
willing to participate in this research. 
Participant name (Printed) 
Participant signature Consent Date 
Researcher Conducting Informed Consent (printed) 
Signature of Researcher Date 
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Appendix 3: Key Informant Interview Questions 
The researcher drafted the questions below in preparation for the one-on-one 
interviews with some members of the health committees. The researcher has also 
divided the questions into three sections according to the themes that the questions 
target. Before the interview took place, the researcher introduced herself and the 
institution in which she was studying. She explained the research purpose to the 
interviewee and what the outcome of it would be. Lastly, she explained the right to 
confidentiality and that the interviewee may stop the interview at any point if they so 
desire. Some of the questions had to be explained in IsiXhosa for some members to 
fully understand them. 
Personal Involvement 
1. When did you join the health committee? 
2. What motivated you to join? 
3. What is motivating you to stay? 
4. What is your role in the health committee? 
Relationship between the CMC and the Community 
1. What is the involvement of the community in electing members of the health 
committee? 
2. What are the criteria/characteristics that qualify a community member to be 
eligible for election to the health committee? 
3. What are the responsibilities of the health committee in the community? 
4. How active is the communication between the health committee and the 
community? 
5. How was the state of health of the community before the establishment of this 
health committee and how has it changed since? 
Sustainabilitv of the CHC 
1. Your committee has sustained itself well over the past three years. What is 
required for a health committee to make it sustainable? How did this health 
committee keep itself going these last few years? 
2. To what extent has the Department of Health played a contributory role in the 
functioning and sustainability of this health committee? 
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3. What  kind   of  non-governmental  assistance   has  the   health  
committee 
received, if any? 
4. What kinds of barriers have potentially threatened the sustainability of this 
health committee? 
5. What plans are in place to ensure the continued sustainability of this health 
committee? 
Community health status and Government Involvement 
1. What do you think is the general level of health in your community? 
2. What are the contributing factors to the community's current level of health? 
3. What kind of assistance has the Department of Health provided to the existing 
health services in the community to improve health? 
4. To what extent has this assistance been effective? 
5. Have government health services been sufficient in meeting the health needs 
of the community? 
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Appendix 4: Focus Group Questions 
The introduction given before the focus group discussion was the same as that of the 
interview. The questions were as follows: 
1. How has this health committee ensured continued sustainability? What are 
the approaches used? 
2. What role has the health facility played in ensuring the sustainability of the 
health committee? 
3. How can the municipality better assist the health committee in ensuring its 
sustainability? 
When the interviews, focus group discussions and observations were done, the 
participants were thanked for their participation, and assured that they would get 
feedback when the research was complete. 
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